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THE  ANATOMY  OF  THE  REPRODUCTIVE  ORGANS. 


For  the  sake  of  convenience  the  organs  of  reproduction  are  divided  into  two  groups,  the 
external  and  the  internal : while  joining  these  two  and  usually  described  with  the  former 
is  the  vagina. 

EXTERNAL  ORGANS  OF  REPRODUCTION,  VULVA  OR  PUDENDUM 

include  the  Mons  Veneris,  labia  majora,  labia  minora,  clitoris,  vestibule,  hymen,  and 
certain  glands. 


The  Mons  Veneris  is  a prominent  cushion  over  the  front  part  of  the  symphysis  pubis.  Its 
integument  is  thickly  covered  with  hair  after  puberty.  The  prominence  is  due  to  the 
large  amount  of  adipose  tissue  present. 
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Labia  majora.  Situated  on  each  side  of  the  aperture  of  the  vagina  are  two  longitudinal 
folds  of  integument.  They  are  thicker  in  front  where  they  merge  into  the  Mons 
Veneris.  Behind,  they  pass  into  the  perinaeum,  the  anterior  part  of  which  is  termed 
the  posterior  commissure.  Just  internal  to  the  posterior  commissure  is  a thin  crescentic 
fold  called  the  “ fourchette,”  which,  as  a rule,  is  torn  at  the  first  delivery.  Between 
the  posterior  commissure  and  the  fourchette  is  a small  space,  the  “fossa  navicularis.” 
Labia  majora  have  two  surfaces,  an  external  covered  with  hairs  and  continuous  with 
the  skin,  and  an  internal  nearly  resembling  mucous  membrane  and  richly  supplied 
with  sebaceous  glands.  At  birth  they  are  separated,  and  the  “nymphae”  are  quite 
apparent,  but  in  children  and  the  adult  virgin  state  the  two  surfaces  are  closely  applied 
the  one  to  the  other.  After  child-bearing,  however,  they  again  become  more  or  less 
separated,  and  as  age  advances  they  atrophy  and  allow  the  nymphae  to  be  seen  pro- 
truding. They  consist  of  the  tissues  and  structures  of  the  integument.  Beneath  that 
is  a layer  of  fibrous  tissue  corresponding  with  dartos  tunic  of  the  scrotum.  The 
greater  part  of  each  labium  consists  of  adipose  tissue,  richly  supplied  with  blood- 
vessels, nerves,  and  lymphatics.  The  round  ligament  of  the  uterus  terminates  in  the 
labia  majora.  Occasionally  a prolongation  of  the  vaginal  canal  may  be  found  in  one 
or  both.  These  canals  are  termed  the  canals  of  Nuck,  and  into  them  a hernia 
of  the  intestines,  omentum,  and  ovaries  and  tubes  may  occur.  Even  the  uterus  on 
some  known  occasions  has  passed  into  one  of  these  canals. 

Labia  Minora.  These  are  two  folds  of  soft  skin  covered  with  stratified  epithelium  and 
fibrous  and  unstriped  muscular  tissue  on  the  inner  surface  of  the  labia  majora. 
Behind,  as  a rule,  they  become  merged  into  the  labia  majora  about  the  junction  of 
their  middle  and  posterior  thirds,  but  sometimes  they  pass  further  back,  unite,  and 
then  form  the  fourchette  fold.  The  one  passing  over  the  clitoris  unites  with  the 
similar  fold  of  the  opposite  side  and  forms  the  “ prepuce,”  while  the  other,  the  internal 
fold,  passes  under  and,  uniting  with  its  fellow  of  the  opposite  side,  is  inserted  into  the 
back  part  of  the  clitoris,  and  forms  the  “frenum.,,  They  vary  much  in  size,  in  some 
cases  being  enormously  developed.  They  are  richly  supplied  with  blood-vessels  and 
nerves,  nerve  terminations  and  sebaceous  glands. 

Clitoris.  At  the  very  anterior  part  of  the  vulva  projecting  between  the  prepuce  and 
frenum  is  the  small  erectile  body  the  clitoris.  It  is  made  up  of  two  corpora  cavernosa 
and  a glans.  Each  corpus  cavernosum,  as  in  the  male,  is  attached  by  a crus  to  the 
ramus  of  the  pubes.  It  consists  of  connective  tissue.  The  arterial  and  nervous  supply 
of  the  clitoris  is  abundant,  and  is  derived  from  the  internal  pudic  vessel  and  nerve 
respectively. 

Occasionally  the  clitoris,  instead  of  measuring  i J to  2 cm.,  may  reach  the  length 
of  1-2  in.  and  resemble  its  analogue,  the  penis.  In  such  cases  sometimes  the 
question  of  so-called  hermaphroditism  may  be  brought  up. 

Vestibule.  Between  the  labia  minora  and  in  front  of  the  vagina  is  this  small  triangular 
space.  From  the  centre  of  its  posterior  margin  and  about  1 in.  below  and  behind 
the  clitoris  is  the  entrance  to  the  urethra,  the  meatus  urinarius.  It  is  readily  made 
out  by  touch  on  account  of  the  prominence  of  its  margin.  Immediately  behind  the 
meatus  is  the  entrance  of  the  vagina. 

Bulbi  Vestibuli.  Underneath  the  mucous  membrane,  and  extending  backwards  from  the 
vestibule  and  on  each  side  of  the  entrance  to  the  vagina  in  front,  are  the  bulbi 
vestibuli.  They  are  composed  mainly  of  erectile  tissue  and  are  about  ij  in.  in 
length.  In  front  they  taper  to  a point,  the  pars  intermedia,  where  they  pass  into  the 
crura  clitoridis.  They  are  embraced  by  the  fibres  of  the  bulbi  cavernosus  and  ischio- 
cavernosus  muscles. 

Glands  of  Bartholin.  On  each  side  of  the  vagina,  behind,  and  underneath  the  superficial 
fascia  are  these  two  glands.  They  are  about  the  size  of  a haricot  bean  and  are  com- 
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pound  racemose  glands.  Their  ducts  open  at  the  side  of  the  vagina,  just  outside  the 
hymen  or  margins  of  vaginal  office.  These  glands  secrete  a yellowish  substance, 
more  especially  during  sexual  excitement.  They  frequently  become  inflamed. 


Hymen . The  hymen,  as  seen  in  the  adult,  is  a fold  of  mucous  membrane  stretched  across 
the  entrance  to  the  vagina.  In  the  virgin  state,  although  sometimes  the  case,  it 
seldom  completely  closes  the  entrance  to  the  vagina.  In  shape  the  perforation  is 
usually  crescentic,  with  the  concavity  directed  upwards.  Sometimes  it  is  cribriform, 
while  at  other  times  there  is  only  a small  central  foramen  or  slit.  The  loose  pro- 
cesses, the  remains  of  the  hymen  after  child-birth,  are  termed  the  carunculae  myrti- 
formes.  The  hymen,  as  a rule,  is  ruptured  at  the  first  intercourse,  but  sometimes  it 
remains  intact,  and  may  even  form  an  obstruction  to  delivery.  Budin  has  recently 
described  a case  where  delivery  occurred  with  singularly  little  damage  to  the  hymen. 
This  might  be  a matter  of  importance  from  a medico-legal  point  of  view. 

Vagina.  The  vagina  is  a fibro-muscular  tube  flattened  between  the  bladder  and  urethra 
in  front  and  the  rectum  behind.  On  longitudinal  section  it  appears  as  a transverse 
slit  in  the  pelvic  floor  having  its  anterior  and  posterior  walls  lying  in  apposition.  Its 
general  direction  is  parallel  to  the  pelvic  brim,  viz.  60  deg.  to  the  horizontal.  It  thus 
forms  an  acute  angle  with  the  long  axis  of  the  uterus.  It  does  not  run  exactly  in  a 
straight  line,  the  slit  being  S-shaped  on  longitudinal  section.  The  entrance  to  the 
vagina  is  sagittal  and  is  very  narrow.  In  passing  upwards  the  canal  gradually  expands 
and  is  most  distensible.  In  the  non  gravid  the  canal  is  only  in  its  upper  third  within 
the  pelvis.  When  the  uterus  rises  up  during  pregnancy  the  canal  is  dragged  up,  and 
becomes  more  vertical. 
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The  anterior  wall  is  shorter  than  the  posterior  by  about  an  inch,  and  is  closely 
bound  to  the  urethra  and  bladder  by  connective  tissue.  The  posterior  wall  measures 
about  3J  in.  and  is  adherent  to  the  wall  of  the  rectum,  except  at  the  extreme  upper 
part,  where  it  comes  into  close  relationship  with  the  peritoneum.  This  connection 
with  the  rectum  at  the  lower  part  is  very  close,  but  on  passing  upwards  it  becomes 
less,  so  that  the  vaginal  wall  may  be  stripped  off  without  much  difficulty. 


Sagittal  Section  of  Pelvis  with  its  contents. 


At  the  sides  of  the  vagina  abundant  loose  connective  tissue  is  found,  and  at 
the  lower  part  are  the  two  levator  ani  muscles.  The  upper  portion  of  the  canal 
embraces  the  cervix  uteri,  which  projects  for  some  distance  into  it.  The  vaults 
so  formed  are  termed  the  anterior  and  posterior  and  lateral  “fornices.” 

Running  up  the  centre  of  each  wall,  but  most  marked  on  the  anterior, 
are  two  longitudinal  ridges,  the  anterior  and  posterior  “ columnae  rugarum.”  These 
are  most  distinct  in  the  lower  part  of  the  canal,  and  gradually  disappear  in  passing 
upwards.  Extending  transversely  from  these  in  multiparae  are  numerous  folds  or 
ridges  of  mucous  membrane,  the  “ rugae  vaginae.”  As  a result  of  child-bearing  they 
usually  become  stretched  and  gradually  obliterated. 

The  walls  of  the  vagina  are  made  up  of  a fibrous,  muscular,  and  mucous  coat. 
The  fibrous,  the  most  external,  contains,  in  addition  to  the  ordinary  fibrous  tissue,  a 
large  quantity  of  elastic  tissue,  and  is  rich  in  blood-vessels.  The  muscular  coat 
contains  fibres  running  in  a circular,  longitudinal,  and  oblique  direction,  but 
different  layers  cannot  be  distinguished.  The  mucous  membrane  consists  of  a 
submucous  and  mucous  layer,  the  latter  being  covered  with  large  squamous 
epithelial  cells.  There  are  no  glands.  The  secretion  from  the  epithelial  cells  of 
the  canal  is  slightly  acid  (preventative  to  invasion  by  pyogenic  organisms). 

Uterus.  The  uterus  is  a hollow  muscular  organ  with  very  thick  walls,  suspended  in 
the  pelvis  between  the  bladder  and  rectum,  and  connected  below  with  the  vagina, 
into  which  a part  of  the  organ,  the  “ portio  vaginalis  ” projects. 

At  the  upper  angles,  termed  the  cornua,  the  Fallopian  tubes  are  attached.  The 
organ  is  pear-shaped,  flattened  from  before  backwards,  and  measures  in  the  virgin 
state  3 in.  in  length,  2 in.  in  breadth,  and  1 in.  in  thickness.  It  weighs  about  ij  oz. 
It  has  two  surfaces — an  anterior  and  a posterior,  the  former  almost  flat,  the  latter 
markedly  convex.  It  is  divided  into  a corpus  or  body,  and  cervix  or  neck.  The 
point  of  division  is  indicated  internally  by  the  os  internum  and  externally  by  a slight 
constriction  round  the  organ  termed  the  “isthmus.” 
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The  Corpus  is  all  that  portion  of  the  organ  above  the  os  internum.  It  is  divided 
into  two  portions,  the  fundus,  the  body  proper.  By  the  fundus  is  understood  that 
portion  of  the  body  above  the  insertion  of  the  Fallopian  tubes. 


The  cavity  of  the  body  is  smooth  and  triangular  in  shape,  with  an  opening  at 
each  angle,  the  two  upper  at  the  cornua  for  the  Fallopian  tubes  and  the  one  at  the 
lower  angle,  the  os  internum.  The  two  walls,  the  anterior  and  the  posterior,  are 
in  the  virgin  state  practically  in  contact,  being  separated  by  only  a little  mucus. 
The  uterus  is  made  up  of  serous  muscular  and  mucous  coats. 

The  serous  coat  is  simply  the  peritoneum,  which  completely  covers  the  body 
both  in  front  and  behind.  In  front  it  reaches  only  down  to  the  isthmus,  but  behind 
it  even  covers  a small  portion  of  the  cervix.  At  the  sides,  where  the  two  layers  of 
peritoneum  come  together  to  form  the  broad  ligaments,  there  is  a small  portion 
of  the  body  left  uncovered.  The  peritoneum  is  loosely  adherent  to  the  muscular 
coat,  and  can  be  stripped  off  it,  except  over  the  fundus,  to  which  it  is  bound 
very  closely.  The  muscular  coat,  which  averages  about  § in.  in  thickness,  consists 
of  irregularly  directed  involuntary  muscular  fibres.  In  the  non-pregnant  uterus 
no  distinct  distribution  into  layers  can  be  made,  as  can  be  done  to  some  extent 
in  the  gravid  organ. 

The  endometrium  or  mucous  membrane,  whose  average  thickness  is  about 
^ in.,  is  in  its  deeper  part  applied  directly  to  the  muscular  coat.  There  is  no  inter- 
vening submucosa.  (The  muscular  coat  is  really  a submucosa.)  The  superficial 
surface  is  covered  with  columnar  ciliated  epithelium,  and  from  it  numerous  glands 
sink  into  the  substance  of  the  membrane  (Fig.  p.  6).  The  movements  of  the  cilia  are 
not,  as  was  at  one  time  stated,  from  the  os  upwards,  but  from  the  fundus  downwards, 
so  that  from  the  upper  extremity  to  os  externum  the  movement  of  the  cilia  is  in  one 
direction.  The  membrane  itself  may  be  divided  into  a glandular  and  an  inter- 
glandular  portion. 

The  glands  vary  much  in  size  and  shape.  Some  appear  as  slight  depressions 
simply  of  the  surface,  others  are  long  tubes  running  right  down  to  the  muscular  tissue 
and  often  penetrating  into  its  substance,  so  that  portions  of  glands  may  be  seen 
surrounded  by  muscle  fibres.  In  the  deeper  parts  of  the  membrane,  the  glands  not 
infrequently  become  turned  at  the  ends,  as  if  from  the  resistance  of  the  muscular 
coat.  In  sections  such  as  the  one  from  which  the  figure  was  taken,  the  glands  present 
all  sorts  of  shapes,  according  to  the  direction  in  which  they  have  been  cut,  and  even 
occasionally  nests  of  epithelium  cells  may  be  met  with  when  the  knife  has  not 
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cut  completely  through  the  wall  of  the  gland.  The  glands  have  a kind  of  basement 
membrane,  a differentiated  portion  of  the  stroma,  and  they  are  lined  with  the  same 
columnar  epithelium  as  that  which  clothes  the  surface.  The  form  of  the  cell  is 
columnar,  and  the  oval  nuclei  are  situated  a little  below  the  middle  of  the  cells. 
The  inter-glandular  portion  which  forms  the  supporting  framework  of  the  membrane 
consists  of  round  and  spindle-shaped  cells,  the  nuclei  occupying  almost  the  whole 
cell  and  delicate  interlacing  fibres.  In  the  substance  of  the  inter-glandular  tissue 
numerous  fine  capillaries  ramify. 


Cervix.  The  cervix  is  cone-shaped,  the  apex  of  the  cone  projecting  down  into 
the  vagina,  and  forming  the  portio  vaginalis.  At  the  very  apex  is  situated  the 
external  os,  which  in  the  virgin  state  is  a small  transverse  slit  which  feels  just 
like  a dimple,  giving  the  same  impression  to  the  finger  that  pressing  the  tip  of 
the  nose  does.  In  the  woman  who  has  borne  a full  time  child  the  os  externum 
feels  more  circular  and  patent,  and  its  edges  are  generally  irregular,  due  to  the 
small  lacerations  that  occur  during  the  passage  of  the  child.  The  margins  of  the 
os  externum  are  termed  the  lips — they  are  anterior  and  posterior  and  are  of  equal 
size,  although  the  anterior  feels  larger,  as  it  is  reached  more  readily  by  the  examining 


finger. 

The  cervix  may  be  divided  into  two  parts — the  vaginal  and  the  supra-vaginal 
portions.  The  first  is  that  part  projecting  into  the  vagina;  the  latter  is  the  remainder. 

Some,  however,  describe  a third  part,  the  intermediate  portion. 
These  divisions  of  the  cervix  are  not  of  much  obstetrical 
importance;  but  in  connection  with  hypertrophy  of  the  cervix 
and  the  changes  in  the  organ,  the  result  of  prolapse,  these 
divisions  will  be  more  particularly  referred  to. 

The  cavity  of  the  cervix  is  spindle-shaped,  with  two  open- 
ings, one  at  each  end,  the  os  externum  and  os  internum.  The 
surface  of  the  canal  is  rough  owing  to  the  numerous  rugae 
passing  off  from  the  two  longitudinal  columns.  This  arrange- 
ment of  the  folds  of  mucous  membrane  is  termed  the  “arbor 
vitae  uterina.” 

The  cervix  has  only  a fibro-muscular  and  mucous  coat,  as 
only  a very  small  portion  of  its  posterior  wall  is  covered  with 
peritoneum.  The  fibro-muscular  coat  contains  a large  quantity 
of  muscular  tissue,  but  where  it  differs  from  the  corresponding 
coat  of  the  body  is  that  the  fibrous  tissue  is  in  great  abundance. 
Besides  ordinary  fibrous  tissue  there  is  a large  quantity  of  fibro- 
elastic  tissue.  We  will  see  later  how  this  gives  to  the  cervix  in 
pregnancy  and  labour  a purely  passive  role.  The  mucous  mem- 
brane of  the  cervix  is  of  two  kinds.  In  the  canal  the  surface 
is  covered  by  columnar  ciliated  epithelium,  which  only  differs  from  that  lining  the 
body  in  that  the  epithelial  cells  in  the  cervix  are  more  columnar  and  their  nuclei  are 
situated  nearer  the  base.  The  glands,  which  are  wide  and  branching,  are  numerous 
crypts  in  the  mucous  membrane,  and  are  lined  by  the  epithelium  already  described. 

On  the  outer  surface  of  that  part  of  the  cervix  which  projects  down  into  the 
vagina,  the  portio  vaginalis,  there  is  a covering  of  squamous  epithelium.  This  is 
present  in  several  layers,  and  covers  the  portio  vaginalis  right  up  to  the  external  os. 
It  has  all  the  appearance  of  the  surface  epithelium  of  the  vagina.  On  this  surface 
of  the  cervix  there  are  no  glands,  but  often  little  bodies  like  seeds  of  pearl  barley 
shining  through  the  epithelium  are  seen.  These  are  little  retention  cysts  from  the 
canal  glands,  which  have  become  swollen  up  and  are  termed  ovula  Nobothi. 

A description  of  the  uterus  would  not  be  complete  without  a passing  reference 
to  the  features  of  the  organ  at  different  ages.  In  the  infant  the  cervical  portion  is  very 
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much  longer  than  the  corporeal ; also  the  mucous  membrane  possesses  no  glands. 
As  age  advances  and  puberty  approaches  the  glands  develop  as  little  depressions  in 
the  surface,  and  cilia  appear  on  the  surface  epithelium.  The  cervix  increases 
slightly  in  length,  but  the  body  steadily  grows,  until  it  comes  to  be  about  § of  the 
whole  organ.  After  the  menopause,  changes  again  occur,  and  the  organ  gradually 
atrophies.  The  mucous  membrane  becomes  very  much  thinner  and  more  fibrous, 
and  the  glands,  so  numerous  in  the  active  reproductive  life  of  the  individual, 
gradually  disappear.  They  are  seen  running  obliquely  through  the  atrophied 
membrane. 

Ligaments . There  only  remains  to  say  a word  or  two  regarding  the  position  of  the  uterus 
and  its  supports.  The  cervix,  as  we  have  seen,  is  firmly  attached  all  round  to  the 
vagina  and  on  its  anterior  wall  to  the  bladder,  but  besides  these  supports,  there  are 
certain  ligaments  that  have  to  be  considered.  In  front  there  are  the  utero-vesical 
behind  the  utero-sacral,  and  at  the  sides  the  broad  and  round  ligaments. 

The  utero-vesical  ligaments  are  simply  the  folds  of  peritoneum  passing  from  the 
uterus  to  the  bladder.  They  give  little  support  to  the  organ. 

The  utero-sacral  ligaments,  on  the  other  hand,  are  of  the  greatest  importance  in 
supporting  the  uterus.  They  are  folds  of  peritoneum  in  which  are  continued  fibrous 
and  muscular  tissue.  Coming  off  the  sides  of  the  uterus,  just  above  the  isthmus, 
they  run  backwards,  embrace  the  rectum  in  their  course,  and  are  inserted  into  the 
2nd  and  3rd  sacral  vertebrae.  They  form  the  upper  lateral  boundaries  of  the  pouch 
of  Douglas. 

Ligamenta  lata  or  Broad  ligaments  are  two  sheets  of  peritoneum  which,  after 
forming  the  anterior  and  posterior  covering  of  the  uterus,  come  into  apposition  and 
extend  from  the  sides  of  that  organ  to  the  upper  part  of  the  floor  and  lateral  walls 
of  the  pelvis.  Along  their  upper  and  internal  borders  the  two  layers  are  closely 
applied  to  one  another,  but  at  their  bases  and  outer  borders  they  are  separated.  The 
upper  part  of  each  ligament  envelops  the  Fallopian  tube  and  is  termed  the  meso- 
salpinx, while  the  part  beyond  the  fimbriated  end  of  the  tube  is  called  the  infundibulo 
pelvic  ligament.  Between  the  folds  of  the  ligament,  Fallopian  tube,  round  and 
ovarian  ligaments,  parovarium  or  organ  of  Rosenmiiller  and  numerous  blood-vessels 
and  lymphatics  are  found,  these  are  supported  by  a loose  fibrous  tissue  in  which  a 
few  muscular  fibres  are  to  be  found.  At  the  lowermost  part  of  each  ligament  also 
are  to  be  found  the  ureters  as  they  make  for  the  bladder  past  the  side  of  the  cervix. 

Round  Ligaments  are  two  flat  cord-like  bundles  of  fibres,  of  about  5 in.  in  length, 
attached  in  front  and  a little  below  the  Fallopian  tubes.  Their  general  course  is 
upwards,  forwards*  and  outwards  between  the  broad  ligaments,  the  anterior  layers  of 
which  they  raise  into  distinct  ridges.  They  then  make  for  the  internal  inguinal  ring, 
pass  along  the  canal,  and  become  lost  in  the  labia  majora.  Each  ligament  consists 
of  fibrous  and  muscular  bundles,  blood-vessels,  lymphatics,  and  nerves. 

Position  of  Uterus.  The  normal  position  of  the  uterus  is  just  about  parallel  to  the  horizon 
when  the  subject  is  in  the  erect  posture.  This  position  of  the  organ  is,  however, 
constantly  changing  with  every  respiration  and  movement  of  the  body.  These 
alterations,  however,  are  but  slight.  The  condition  of  all  others  that  influences  the 
position  of  the  uterus  is  the  amount  of  distension  of  the  bladder.  Whenever  the 
bladder  becomes  filled  the  uterus  is  straightened  and  displaced  upwards  and  back- 
wards, but  returns  to  its  former  position  whenever  the  viscus  is  emptied.  Distension 
of  the  rectum  with  faeces  also  to  some  extent  displaces  the  uterus  in  an  upward  and 
forward  direction. 

Fallopian  Tubes.  These  are  two  tubes  running  from  the  upper  angles  of  the  uterus  along 
the  free  border  of  the  broad  ligaments.  They  are  about  4-4J  in.  in  length.  The 
great  part  of  the  tube  is  divided  into  “isthmus”  and  “ampulla.”  The  latter,  the 
ampulla,  is  the  longer  portion,  being  a little  short  of  frds  of  the  whole;  it  is  also 
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softer,  less  resistant,  possesses  a much  wider  lumen.  The  small  portion  running 
through  the  uterine  wall  is  termed  the  “ interstitial  ” part  (pars  interstitialis).  . The 
tube  communicates  with  the  uterus  by  a very  small  opening — the  ostium  uterinum. 
The  other  end  of  the  tube  floats  freely  in  the  pelvic  cavity,  and  its  opening  is  called 
the  ostium  abdominale.  The  ampulla  becomes  constricted  just  before  the  opening 
of  the  ostium  abdominale,  and  is  surrounded  by  numerous  finger-like  processes 
termed  fimbriae.  This  part  surrounded  by  the  fimbriae  is  called  the  “ infundibulum  ” 
or  pavilion,  but  more  often  simply  the  fimbriated  extremity.  One  of  the  fimbriae 
larger  than  the  other,  and  hollowed  out  into  the  form  of  a gutter,  is  attached  to  the 
outer  margin  of  the  ovary.  Occasionally  it  does  not  quite  reach  the  ovary.  The 
direction  of  the  tube  is  first  of  all  horizontally  outwards,  it  then  passes  upwards  and 
backwards,  and  gradually  curving  round  about  the  ovary  is  finally  directed  downwards, 
backwards,  and  inwards. 


Transverse  Section  of  Tube. 


The  tube  is  surrounded  by  the  peritoneum  of  the  broad  ligament  in  its  whole 
circumference,  except  for  the  infinitesimally  small  part  on  the  under  surface,  where 
the  two  folds  come  together.  The  peritoneal  covering  ceases  about  the  infundibulum. 
This  relation  of  the  peritoneum  to  the  tube  is  of  importance,  as  we  shall  see  in  con- 
nection with  tubal  pregnancy.  The  muscular  coat  contains  a circular  and  longitudinal 
layer  of  muscular  fibres ; the  latter,  the  external,  is  by  no  means  very  distinct. 
The  mucous  membrane  is  of  considerable  thickness.  Its  surface  is  covered  by 
cylindrical  ciliated  epithelium.  The  depressions  are  so  deep  and  numerous  in  the 
mucous  membrane  that  on  transverse  section  the  latter  presents  all  the  appear- 
ance of  having  numerous  glands.  These  are  not  glands.  The  stroma  of  the  mucous 
membrane  is  made  up  of  round  and  spindle  cells  and  a number  of  fine  fibres.  The 
fimbriae  are  simply  prolongations  of  mucous  membrane  with  a few  fibres  of  muscular 
and  fibrous  tissue.  They  are  covered  by  ciliated  epithelium,  and  the  movement 
of  the  cilia  is  such  as  to  establish  a current  towards  the  abdominal  ostium. 

Ovaries.  The  ovaries  are  two  almond-shaped  bodies  attached  obliquely  to  the  posterior 
layer  of  the  broad  ligament : this  attachment  being  termed  the  mesovarium.  At 
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their  point  of  attachment,  the  hilum,  the  blood-vessels  and  numerous  lymphatics 
enter.  They  measure  on  an  average  ijxjxi  in.,  and  weigh  about  80  grains. 

In  addition  to  the  attachment  to  the  broad  ligament  each  gland  is  united  to 
the  uterus  by  the  ovarian  ligament  and  to  the  extremity  of  the  tube  by  the  ovarian 
fimbria.  The  ovarian  ligament  is  a band  of  fibro-muscular  tissue  running  from 
the  corner  of  the  uterus  immediately  below  the  Fallopian  tube  to  the  inner  part  of 
the  gland.  The  ovarian  fimbria  is  a specially  long  grooved  fimbria,  not  however 
always  present,  which  extends  to  the  outer  margin  of  the  ovary. 

The  ovaries  are  placed  at  the  sides  of  the  pelvis  often  in  a depression  termed 
the  fossa  ovarica,  a little  below  the  level  of  and  behind  the  fundus.  Considering, 
however,  their  attachment,  it  is  not  to  be  wondered  at  that  their  situation  is  by 
no  means  constant. 

The  ovary  consists  of  a fine  fibro-cellular  stroma,  embedded  in  which  are  the 
terminations  of  numerous  blood-vessels,  nerves,  lymphatics,  and,  most  important  of 
all,  the  Graafian  follicles. 


On  making  a longitudinal  section  of  the  ovary  one  sees  that  the  stroma  may 
be  divided  into  a cortical  and  a medullary  portion.  The  medullary  portion,  which 
contains  no  Graafian  follicles,  is  smaller  than  the  cortical,  and  consists  of  loose 
connective  tissue,  with  a considerable  amount  of  non-striated  muscular  tissue. 
It  is  very  vascular,  and  contains  groups  of  polyhedral  cells,  the  remains  of  the 
Wolffian  body.  The  cortical  portion  consists  of  a stroma  of  connective  tissue,  with 
Graafian  follicles  embedded  in  it.  The  most  external  part  of  the  cortical  stroma, 
which  presents  the  appearance  of  a separate  layer,  is  termed  sometimes  the  tunica 
albuginea.  Outside  of  everything,  and  covering  the  gland  right  up  to  the  hilum,  is 
a layer  of  cubical  epithelial  cells,  the  germinal  epithelium,  so  that  the  ovary  does  not 
lie  embedded,  but  is  attached  to  the  broad  ligament. 

The  Graafian  follicles  are  found  to  consist  of  a limiting  membrane  made  up  of 
two  layers,  an  external  tunica  fibrosa,  and  an  internal  “tunica  propria,”  richly  supplied 
with  blood  vessels.  On  the  inside  of  these  limiting  membranes,  which  cannot  be 
very  distinctly  separated,  is  a lining  of  several  layers  of  columnar  epithelium,  termed 
the  “ membrana  granulosa.”  At  one  point  of  the  “membrana  granulosa”  the 
epithelial  cells  are  grouped  together,  and  constitute  what  is  known  as  the  “ discus 
proligerus,”  which  in  its  centre  contains  the  female  cell  or  ovum.  Filling  up  the 
space  not  occupied  by  the  discus  is  the  clear  fluid  called  the  “liquor  folliculi,”  the 
quantity  of  which  really  determines  the  size  of  the  follicle.  The  Graafian  follicles 
just  described  vary  greatly  in  size. 

Briefly,  the  history  of  the  development  of  a follicle  seems  to  be  as  follows  : Early 
in  foetal  life  processes  or  “egg-tubes  ” project  from  the  germinal  epithelium.  Portions 
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of  these  get  cut  off  and  form  little  nests  or  clumps  of  epithelial  cells,  and  from  these 
the  greater  part  of  the  Graafian  follicles  arise.  The  surrounding  stroma  forms  the 
outer  layer  of  the  follicles.  There  are  no  follicles  formed  after  birth.  The  number 
of  follicles  formed  in  each  ovary  is  enormous ; it  is  calculated  that  each  ovary  at 
birth  contains  80,000.  Few,  however,  reach  maturity,  for,  as  a rule,  only  one 
follicle  ruptures  at  each  ovulation,  which  usually  corresponds  to  a menstrual  period. 
Thus  only  about  400  follicles  rupture  in  a woman’s  lifetime. 


ARTERIAL,  VENOUS,  NERVOUS,  AND  LYMPHATIC  SUPPLY  OF  THE 
REPRODUCTIVE  ORGANS. 

Arterial  Supply.  The  uterus  is  supplied  by  the  ovarian  and  uterine  arteries  and  a 
small  branch  from  the  vessels  which  run  along  the  round  ligament.  The  ovarian 
artery,  which  takes  its  origin  from  the  aorta,  passes  down  to  the  lateral 
wall  of  the  pelvis,  then  along  the  upper  border  between  the  layers  of  the  broad 
ligament  to  the  corner  of  the  uterus,  where  it  turns  at  right  angles  and  runs 
down  the  side  of  the  uterus  to  anastomose  with  the  uterine.  In  its  course  it  gives 
off  branches  to  the  ovary  and  tube.  The  uterine  artery,  which  is  derived  from  the 
anterior  division  of  the  internal  iliac,  passes  along  the  base  of  the  broad  ligament 
towards  the  cervix,  where  it  turns  upwards  at  right  angles  and  runs  along  the  side  of 
the  uterus  and  anastomoses  with  the  ovarian.  Some  branches  anastomose  with  the 
vaginal  branch  of  the  internal  iliac,  the  latter  of  which  supplies  the  vagina,  except 
in  its  lowermost  part,  where  terminal  branches  of  the  internal  pudic  take  up  part  of 
the  blood  supply.  The  external  generative  organs  are  supplied  by  branches  of  the 
internal  and  external  pudics.  The  arteries  of  the  two  sides  communicate  very  freely. 
Both  outside  and  in  their  course  through  the  uterine  wall  the  arterial  vessels  run 
a very  tortuous  course.  They  end  in  capillaries  situated  in  the  deeper  parts  of  the 
mucous  membrane. 

Venous  Supply.  The  venous  supply  is  also  very  abundant.  The  different  branches 
correspond  in  the  main  to  the  arterial.  At  certain  parts  they  are  especially  abundant, 
and  form  plexuses.  The  more  important  of  these  are  found  round  the  entrance  and 
lower  part  of  the  vagina  and  at  the  sides  of  the  uterus  and  the  hilum  of  the  ovary 
(Pampiniform  Plexus). 

N.B. — The  ovarian  vein  on  the  right  side  opens  into  the  vena  cava,  on  the  left 
into  the  renal.  This  arrangement  is  the  reason  why  congestion  of  the  left  ovary 
is  more  common  than  congestion  of  the  right. 

.Nerve  Supply.  The  nerves  of  the  reproductive  organs  are  derived  both  from  the  spinal 
and  sympathetic  systems.  Thus  the  uterus  and  upper  part  of  the  vagina  are  supplied 
with  branches  from  the  second,  third,  and  fourth  sacrals,  and  from  the  hypogastric 
and  ovarian  plexus,  while  the  lowermost  part  of  the  vagina  and  external  organs  of 
generation  are  supplied  by  the  external  pudics.  To  the  side  of  and  behind  the 
cervix  is  situated  the  cervical  ganglion,  from  which  and  to  which  numerous  nerve 
fibres  run.  Although  there  are  both  spinal  and  sympathetic  fibres  to  the  uterus 
and  vagina,  parturition  is  not  directly  controlled  by  the  former,  for  it  goes  on  much 
as  usual,  even  when  there  is  complete  paraplegia.  This  will  be  discussed  more 
fully  when  speaking  of  the  mechanism  of  labour. 

Lymphatic  Supply.  These  take  their  origin  amongst  the  cells  of  the  mucous  membrane 
and  are  very  numerous.  They  unite  into  a few  large  vessels,  which  pass  mainly 
to  various  glands  in  the  lowermost  part  of  the  posterior  wall  of  the  abdomen  and 
pelvis  (mostly  between  the  iliacs  and  in  front  of  aorta).  A few  vessels  pass 
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along  the  round  ligament  to  the  inguinal  glands,  to  which  glands  also  the  lymphatics 
of  the  lower  part  of  the  vagina  go. 

Bladder  when  empty  lies  within  the  true  pelvis  immediately  behind  the  symphysis  pubis. 
In  that  state  it  is  generally  figured  in  vertical  section  as  being  Y-shaped,  the  upper 
wall  being  folded  in  between  the  anterior  and  posterior  walls.  Sometimes,  however, 
the  two  walls  are  found  in  apposition.  Its  anterior  wall  is  connected  loosely  by 
fibrous  tissue  to  the  posterior  surface  of  the  symphysis  pubis  and  rami  of  the 
pubes  and  ischium.  Its  base  and  lower  part  are  closely  adherent  to  the  supra- 
vaginal portion  of  cervix  and  vagina.  Its  adhesion  to  the  latter  is  intimate,  but 
to  the  former  very  loose,  so  that  the  bladder  may  readily  be  stripped  off  that 
portion  of  uterus.  As  the  organ  distends  it  gradually  rises  out  of  the  pelvis,  and 
becomes  globular  in  shape.  In  so  doing  it  raises  the  peritoneum  before  it.  When 
much  distended  it  may  be  felt  as  a round  swelling  above  the  symphysis  pubis.  Such 
a condition  has,  times  without  number,  been  mistaken  for  a tumour.  If,  however, 
one  makes  it  a rule  always  to  empty  the  bladder  before  examining  any  abdominal 
swelling,  such  a mistake  will  never  occur. 

The  Urethra  measures  about  ij  in.  and  is  almost  vertical,  being  slightly  concave  with  the 
concavity  forwards.  It  is  closely  incorporated  with  the  anterior  vaginal  wall.  The 
canal  is  very  dilatable.  Being  very  short,  infective  organisms  readily  gain  entrance, 
and  so  cystitis  is  not  uncommon. 

Ureters.  The  position  of  the  ureters  deserves  most  careful  attention,  for,  situated  as  they 
are,  close  to  the  uterus,  they  are  very  readily  pressed  upon  by  the  distended  or 
displaced  organ,  while  in  operations  upon  the  uterus  such  as  hysterectomy  the 
ureters  may  readily  be  injured.  The  ureters  at  first  lie  over  the  psoas  muscles 
behind  the  peritoneum.  They  then  cross  the  common  or  internal  iliacs  and  enter 
the  true  pelvis  just  external  to  the  sacro-iliac  synchondrosis.  From  there  they  curve 
round  and  pass  between  the  layers  of  the  lower  part  of  the  broad  ligament,  past 
the  sides  of  the  cervix  and  along  the  anterior  wall  of  vagina,  to  enter  the  bladder  at 
the  level  of  the  junction  of  the  middle  and  upper  third  of  the  vagina.  They  lie 
about  fin.  from  sides  of  cervix. 

Rectum.  The  general  direction  of  the  rectum  is  downwards,  backwards,  and  inwards 
from  the  left  sacro-iliac  synchondrosis  to  the  anus.  The  upper  third  is  completely 
invested  by  peritoneum  which  forms  the  meso-rectum,  while  the  lower  two-thirds 
is  loosely  connected  with  the  posterior  wall  of  the  vagina.  Distension  of  the  rectum 
with  foetal  matter  causes  a slight  displacement  of  the  uterus  upwards  and  forwards, 
and  it  may  interfere  with  the  engagement  and  descent  of  the  child. 

The  Mammary  Glands.  The  mammae  or  breasts  exist  in  both  sexes,  but  in  adult  life 
only  in  a rudimentary  form  in  the  male.  In  infancy  the  differences  in  the  breasts  in 
the  two  sexes  is  not  so  marked,  and  indeed  in  infants,  both  male  and  female, 
engorgement  of  the  breasts  is  not  very  uncommon. 

Their  size  and  weight  varies  greatly  in  different  individuals.  Before  puberty 
they  are  small,  but  they  enlarge  considerably  as  the  reproductive  organs  become 
more  fully  developed.  During,  and  still  more  so  after  pregnancy,  they  become 
much  enlarged ; as  old  age  comes  on  they  atrophy  along  with  the  other  reproductive 
organs. 

The  glands  are  situated  over  the  large  pectoral  muscles  in  the  form  of  two  large 
hemispherical  eminences.  Transversely  they  extend  from  the  sternum  to  the 
axillary  line,  and  longitudinally  from  the  third  to  the  sixth  or  seventh  ribs.  Their 
bases  are  circular  and  concave,  and  separated  from  the  underlying  muscles  by  a layer 
of  fibrous  tissue.  Just  below  the  centre  of  the  outer  convex  surface  is  the  nipple,  a 
conical  eminence  of  about  half  an  inch  in  diameter,  and  of  a darker  hue  than  that  of 
the  skin.  Surrounding  the  nipple  is  an  areola.  The  hue  of  the  nipple  and  areola 
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The  generative  organs,  as  regards  reproduction  at  least,  are  active  only  during  a certain 
period  of  the  individual’s  existence.  In  women,  roughly  speaking,  the  period  lasts  for  thirty 
years,  and  extends  from  the  time  of  onset  or  “ puberty  ” until  the  time  of  the  disappearance 
of  the  function  the  “ menopause.”  Observe  I have  said  active  as  regards  reproduction, 
because  it  must  never  be  forgotten  that  they  perform  other  functions.  Thus  their  absence 
is  usually  associated  with  mental  weakness,  and  their  removal  has  occasionally  resulted  in 
most  serious  mental  and  nervous  disturbances.  Again,  in  osteomalacia,  as  Fehling  first 
pointed  out,  the  disease  may  be  cured  by  removal  of  the  ovaries.  It  is  now  admitted  by 
all  that  there  is  an  internal  secretion  from  the  ovaries. 

In  form,  in  general  character,  and  in  manners  the  girl  becomes  altered  at 
puberty.  The  figure  becomes  fuller,  the  breasts  more  developed,  the  pelvis  more 
capacious.  The  uterus,  too,  becomes  gradually  altered  in  shape,  the  ovaries  become 
larger,  and  the  Graafian  follicles  begin  to  mature  and  rupture. 

Sexual  maturity,  in  addition  to  the  general  characteristics  described,  manifests 
itself  by  the  two  processes  of  “ menstruation  ” and  “ ovulation.”  First  consider 
these  processes  separately  and  then  the  relationship  they  bear  to  each  other, 
i.  Menstruation  is  the  periodic  discharge  of  blood  from  the  uterus  normally  occurring 
in  every  healthy  well-developed  woman  from  puberty  until  the  menopause,  except 
on  the  supervention  of  pregnancy  or  lactation,  when  the  process  is  usually  suppressed. 
These  periodic  sanguineous  discharges  are  spoken  of  as  the  “ menses,”  “ monthlies,” 
“periods,”  etc. 

The  onset  of  menstruation  in  healthy,  well-developed  subjects  commences  with 
puberty.  The  first  two  or  three  menstrual  periods  may  be  a little  irregular  in  regard 
to  the  duration  and  the  intervals  between  their  occurrences.  That  irregularity  soon 
disappears.  This  time  of  puberty  is  a particularly  trying  one,  and  disorders  of 
the  digestion,  of  the  nervous  system,  and  of  the  blood  are  frequent. 

In  this  country  the  average  age  for  the  process  to  become  established  is  the 
fifteenth  year.  It  is  quite  compatible  with  perfect  health  that  it  should  first  occur 
in  the  twelfth  or  thirteenth  year,  or  be  delayed  until  the  eighteenth  or  nineteenth. 
Menstruation  occurring  unusually  early  (precocious  menstruation)  is  very  rare. 
I have  never  seen  it  before  the  ninth  year.  A sanguineous  discharge  from  infants 
five  to  six  days  after  birth  is  not  uncommon,  but  it  is  not  proper  menstruation  and 
does  not  come  on  again.  Late  or  delayed  menstruation  is  usually  found  associated 
with  a defective  development  of  the  uterus  or  ovaries  or  both. 

Many  circumstances  influence  the  onset  of  menstruation.  The  most  important 
of  these  are  climate,  race,  environment,  heredity,  general  health,  and  the  condition 
of  the  uterus.  In  warm  climates,  and  with  the  more  southern  races,  menstruation  is 
earlier.  Residence  in  cities,  early  sexual  excitement  and  luxurious  surroundings 
favour  an  early  onset. 

The  intervals  between  the  periods , viz.,  from  the  commencement  of  one  period 
to  the  commencement  of  the  next,  varies.  With  some  it  is  21  days,  with  others  28, 
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30,  or  even  occasionally  longer.  These  periodicities  are  sometimes  referred  to  as 
“menstrual  types.”  Thus  we  speak  of  the  21,  28,  or  the  30  day  “type,”  and  so  on. 
Of  all  these  types  the  28  day  one  is  the  most  common.  In  some  few  cases  the  type  is 
an  irregular  one,  21  days  alternating  with  28  days,  or  there  may  be  other  variations. 
Each  woman  in  health  has  a type  of  her  own,  any  departure  from  which  points  to 
some  pathological  condition  more  or  less  serious. 

The  quantity  of  the  discharge  and  the  duration  of  the  periods  are  also  very  vari- 
able. As  regards  the  quantity  of  blood  lost,  if  more  than  10  or  less  than  2 ozs.  be 
lost,  the  condition  may  be  considered  abnormal.  As  regards  the  duration  of  the 
periods  four  or  five  days  is  about  the  average.  If  it  continues  for  more  than  six  or 
less  than  two  days,  there  is  generally  some  local  or  general  disturbance  present. 

Three  Stages  of  a Menstrual  Period.  (1)  The  stage  of  invasion,  usually  lasting 
some  hours,  sometimes  a couple  of  days,  and  marked  by  a feeling  of  congestion  in 
the  pelvis,  and  possibly  a slight  discharge  of  mucus  tinged  with  blood;  (2)  a stage 
of  persistence,  when  the  discharge  consists  of  bright  blood ; (3)  a stage  of  decline, 
when  the  discharge  becomes  gradually  paler.  A leucorrheal  discharge,  continuing 
for  a day  or  two  after  menstruation,  is  a common  occurrence. 

The  local  changes  may  be  summed  up  by  saying  that  all  the  pelvic  organs 
become  more  or  less  congested — tubes,  ovaries,  uterus,  etc.  The  breasts,  too,  become 
full  and  turgid.  But  of  special  interest  is  the  condition  of  the  mucous  membrane  of 
the  uterus  at  these  times.  Very  varied  have  been  the  statements  regarding  these 
changes.  At  present  the  teaching  of  the  most  competent  observers  is  that  as  the 
menstrual  period  approaches  the  uterus  becomes  congested,  more  especially  the 
superficial  part  of  the  mucous  membrane.  The  capillaries  become  dilated,  and  blood 
is  effused  into  the  inter-glandular  tissue  partly  from  transudation  and  partly  from 
rupture  of  the  vessel  walls.  The  effused  blood  percolates  into  the  uterine  cavity, 
carrying  with  it  a varying  portion  of  the  epithelial  lining  and  superficial  parts  of  the 
mucous  membrane.  The  denuded  portions  of  the  surface  as  the  period  passes  off 
become  repaired  from  the  epithelium  left  on  the  surface  and  from  that  which  lines 
the  glands.  By  this  means  in  some  five  days  after  each  menstruation  the  epithelial 
covering  is  again  entire  and  unbroken.  Microscopically,  menstrual  blood  is  found  to 
consist  of  blood,  mucus,  and  epithelial  debris.  The  blood  is  in  no  way  different 
from  other  blood.  The  odour  is  due  to  its  retention  in  the  passage,  and  its  non 
coagulability  when  present  to  mixture  with  mucus. 

Most  women  at  each  menstrual  period  suffer  from  certain  discomforts,  chiefly 
derangements  of  the  nervous  and  digestive  system,  such  as  headaches,  loss  of 
appetite,  lassitude,  etc.  Sometimes  these  are  very  slight  indeed,  but  very  rarely  are 
they  altogether  absent.  That  there  is  a general  disturbance  at  each  menstrual  period 
is  further  evidenced  by  the  fact  that  the  pulse  and  temperature  of  the  individual 
show  a slight  rise  during  the  period  of  congestion,  with  a corresponding  gradual  fall 
as  the  discharge  subsides  and  disappears.  It  has  also  been  observed  that  the  blood 
pressure  is  raised  before  onset  of  flow  and  lowered  after. 

The  time  of  the  disappearance  of  the  menstrual  function  is  termed  the 
menopause  “Climacteric,”  or  popularly  the  “change  of  life.”  But  rarely  does  it 
occur  suddenly,  usually  the  duration  of  the  periods  and  the  intervals  between  them 
become  more  irregular  until  the  process  gradually  ceases  altogether.  The  age  at 
which  the  menopause  occurs  is  very  different.  In  about  50  % of  women  it  occurs 
between  the  ages  of  45  and  50.  In  25  % between  40  and  45,  and  in  12  % between 
35  and  40,  and  50  and  55  years.  It  is  very  rare  indeed  to  find  a woman  in  health 
menstruating  after  55  or  ceasing  to  do  so  before  35.  The  menopause  as  a rule 
occurs  later  in  married  than  in  single  women,  in  those  who  have  borne  children,  and 
when  the  onset  of  the  process  is  early. 

After  the  menopause  the  uterus  becomes  smaller,  the  muscular  being  largely 
replaced  by  fibrous  tissue.  The  vaginal  portion  of  the  cervix  becomes  much  shrunken, 
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so  that  as  age  advances  it  becomes  less  and  less  prominent.  The  vaginal  walls  become 
lax,  and  the  length  of  the  canal  is  diminished.  Fibrous  bands  form  in  the  vaginal 
vaults.  The  external  organs  of  reproduction  and  the  mammae  become  atrophied. 
Then,  too,  disturbances  of  the  various  systems  are  common,  and  especially  does  the 
nervous  system  seem  liable  to  become  affected.  Flushings,  feelings  of  heat  and 
cold,  faintings,  etc.,  are  frequently  complained  of.  There  generally  occurs  an 
increase  in  the  quantity  of  fat  present  in  the  tissues.  Hair  frequently  appears  on  the 
face.  After  a longer  or  shorter  time  all  these  local  and  general  disturbances 
disappear  and  the  general  health  and  bodily  vigour  improve. 

Ovulation.  By  ovulation  is  meant  the  maturing  and  rupturing  of  Graafian  follicles. 
This  important  process,  like  that  of  menstruation,  continues  during  the  reproductive 
life  of  the  individual  except  in  the  event  of  pregnancy  and  lactation,  when,  as  a rule, 
it  remains  in  abeyance.  When  considering  the  anatomy  of  the  ovary  we  saw  how  the 
Graafian  follicles  develop,  and  I told  you  then  that  no  further  formation  of  follicles 
occurred  after  birth. 

Now,  how  does  this  maturing  and  rupturing  occur  ? It  is  believed,  for  the 
process  has  never  been  witnessed,  that  as  puberty  approaches  a certain  number  of  the 
follicles  become  larger  and  migrate  towards  the  centre  of  the  ovary.  Later  on  from 
time  to  time  one  of  them  proceeds  towards  the  surface,  and  becomes  more  vascular 
and  still  further  enlarged  from  an  increase  in  the  quantity  of  the  liquor  folliculi.  As 
the  follicles  reach  the  surface  they  form  round,  smooth  projections.  The  most 
mature,  the  one  that  is  about  to  rupture,  becomes  more  vascular  than  the  others  from 
a development  of  blood-vessels  in  the  tunica  propria.  Gradually  the  follicle 
becomes  more  and  more  distended  and  the  projecting  part  of  the  wall  more  and 
more  thinned  out  until  it  finally  gives  way,  and  the  ovum  is  shed  surrounded  by 
a portion  of  the  “ discus  proligerus.”  The  wall  gives  way  from  the  gradual  thinning, 
and  the  degeneration  that  necessarily  ensues  in  it  from  the  pressure  of  the  contained 
fluid.  The  rupture,  however,  is  brought  about  in  all  probability  by  the  congestion 
occurring  at  the  menstrual  period,  although  other  causes  of  an  accidental  nature  may 
hasten  it,  such  as  blows,  falls,  straining  at  stool,  or  lifting  heavy  weights,  etc. 

After  the  rupture  and  shedding  of  the  ovum  blood  is  effused  into  the  follicle. 
This  body  is  called  a corpus  luteum  because  of  the  yellow  appearance  of  the  cells  of 
the  surrounding  stroma.  The  colour  is  due  to  the  presence  of  lutein  cells.  The 
lutein  cells  are  large  many-sided  cells,  with  a small  nucleus  which  stains  badly.  The 
altered  stroma  with  the  abundant  lutein  cells  gets  arranged  in  the  form  of  festoons, 
and  into  the  loops  of  these  the  ordinary  connective  stroma  projects.  These  processes 
of  connective  tissue  project  further  and  further  towards  the  centre  of  the  clot.  Finally 
all  that  is  left  is  a star-shaped  body  consisting  of  processes  of  connective  tissue,  and 
called  a “ corpus  fibrosum.”  It  takes  about  three  months  for  these  changes  to  occur. 
Finally  a small  pit  or  cicatrix  marks  the  spot  on  the  surface  of  the  ovary  where  the 
follicle  ruptured.  A corpus  luteum,  such  as  I have  described,  is  sometimes  spoken 
of  as  a “ false  corpus  luteum  ” or  a “ corpus  luteum  of  menstruation.”  Neither  term 
is  altogether  satisfactory. 

But  should  pregnancy  occur  more  extensive  changes  take  place,  owing  to  the 
hyperaemia  of  the  ovary  during  pregnancy,  and  then  develops  what  is  termed  the 
“true”  or  “corpus  luteum  of  pregnancy.”  It  then  takes  twelve  months  for  the 
corpus  luteum  to  pass  through  its  different  phases.  About  the  third  month  of 
pregnancy  it  is  usually  about  its  height,  when  it  forms  a pointed  vascular  prominence 
on  the  surface  of  the  ovary,  and  averages  about  half  an  inch  in  diameter.  The 
changes  that  take  place  are  just  the  same  as  those  that  occur  in  the  corpus  luteum  of 
menstruation,  only  more  distinct  and  on  a larger  scale. 

The  corpus  luteum,  even  one  presenting  the  appearance  of  that  of  pregnancy, 
has  no  medico-legal  value  as  an  evidence  of  pregnancy,  for  in  certain  diseases  of  the 
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reproductive  organs  an  unusually  large  corpus  luteum  may  be  found  at  the  time  of 
operation. 

The  Connection  between  the  two  Processes.  The  most  important  theory  of  the  relationship 
of  the  two  processes  is  the  one  propounded  by  Pfliiger  in  1865.  It  is  known 
as  the  “ Ovulation  Theory.”  It  is  to  the  effect  that  the  ripening  follicle  sets  up 
an  irritation  in  the  ovary,  but  only  when  the  irritation  has  reached  a certain  height  is 
it  sufficient  to  cause  marked  congestion  of  the  uterus  and  menstruation.  For  many 
years  this  seemed  a satisfactory  enough  explanation,  but  the  cases  of  pregnancy 
occurring  prior  to  the  establishment  of  menstruation,  or  while  menstruation  was 
suppressed,  as  during  lactation,  weakened  the  theory.  A little  later  it  was  still  further 
shaken  by  the  investigations  of  Leopold  and  others  upon  ovaries  removed  at  or 
about  the  time  of  menstruation,  for  they  found  that  in  a considerable  number  of 
cases  the  age  of  the  corpus  luteum  did  not  correspond  to  the  date  of  the  menstruation. 
Again,  it  has  frequently  been  remarked  that  menstruation  does  not  always  cease  after 
the  removal  of  both  ovaries.  As  a result  of  these  two  last  observations  there  followed 
a period  when  the  close  connection  between  ovulation  and  menstruation  was 
questioned  and  the  ovulation  part  was  dismissed,  and  writers  began  to  speculate  just 
as  they  had  done  before  on  the  cause  of  menstruation  and  its  periodicity.  Some  said 
the  process  of  menstruation  is  not  controlled  by  the  ovaries  but  by  nerve  centres  in 
the  cord,  or  by  ganglian  along  the  course  of  the  Fallopian  tubes.  Others  again 
suggested  that  the  periodic  variations  in  the  metabolic  processes  evidenced  by 
rise  of  temperature,  pulse,  and  excretion  of  urea  was  the  cause  (Cyclical  Theory). 
While  Geddes  and  Thomson  wrent  further  and  practically  returned  again  to  the  oldest 
theory  of  the  ancients,  that  the  process  is  a periodic  discharge  by  the  organism  of 
substances  not  required. 

Let  us  consider  what  we  know  about  the  two  processes,  and  let  us  discuss  the 
matter  under  the  two  following  heads. 

1.  Ovulation  without  Menstruation.  That  ovulation  may  occur  without  menstruation  is 

evidenced  by  the  following  facts : 

(a)  Pregnancy  has  occurred  in  cases  before  menstruation  has  become  established, 
after  the  menopause,  and  during  lactation  when  menstruation  has  been  suppressed. 
(b)  Ovulation  has  been  proved  to  occur  in  certain  cases  where,  while  the  ovaries  were 
well  developed,  the  uterus  was  infantile  or  absent.  (Had  a case  of  this  nature.) 

2.  Menstruation  without  ovulation.  It  is  claimed  that  menstruation  may  occur  without 

ovulation  for  the  two  following  reasons  : (a)  After  removal  of  the  ovaries  menstrua- 

tion sometimes  continues.  There  are  cases  on  record  where  this  is  reported  to  have 
occurred.  They  are  very  rare,  however,  and  it  must  always  be  remembered  that  a 
portion  of  ovarian  tissue,  and  a very  little  is  all  that  is  required,  may  have  been  left 
behind,  or  that  a supernumerary  ovary  was  present.  Supernumerary  ovaries  have 
been  found,  but  their  presence  is  probably  not  so  often  the  cause  as  a small  residue 
of  ovarian  tissue.  All  authorities  are  now  agreed  that  without  ovarian  tissue  men- 
struation is  impossible,  (b)  In  ovaries  removed  at  or  shortly  after  menstruation, 
either  in  the  operating  theatre  or  in  the  post-mortem  room,  corpora  lutea  have  some- 
times not  been  found,  or  if  found  have  not  corresponded  in  point  of  age  to  the  date 
of  menstruation.  Now  this  has  been  distinctly  proved  by  Leopold  and  others, 
although  it  must  be  remembered  that  in  his  more  recent  investigations  Leopold 
found  that  ovulation  and  menstruation  correspond  more  closely  than  he  believed 
was  the  case  when  he  made  his  earlier  contributions  to  this  subject. 

Strassman,  by  injecting  gelatine  into  the  ovaries  of  some  of  the  lower  animals,  has 
produced  a sanguineous  vaginal  discharge — an  artificial  menstruation.  Also,  after 
removal  of  the  ovaries  for  tumours  or  any  other  cause  it  is  very  common  to  get  a 
sanguineous  discharge  from  the  uterus  a few  days  after  the  operation.  Are  these  two 
facts  not  further  evidence  of  the  control  the  ovaries  exercise  over  menstruation?  But 
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even  although  we  admit  that  ovarian  tissue  is  essential  to  menstruation  are  we  any 
nearer  the  reason  of  the  monthly  periodicity  of  the  process?  Certainly  not,  that 
remains  a mystery,  and  as  well  may  we  ask  why  the  cardiac  pulsations  are  60-70  per 
minute,  or  the  respirations  18  per  minute.  Periodicity  in  nature  is  quite  beyond  the 
bounds  of  legitimate  speculation. 

I therefore  support  the  “ Ovulation  Theory  ” of  Pfliiger  with  slight  reservations. 
I believe  that  from  the  ovaries  comes  the  stimulation  that  sets  up  the  congestion  in 
the  pelvis  generally,  and  in  the  uterus  and  ovaries  more  particularly.  Whether  the 
Graafian  follicles  rupture  exactly  at  the  time  of  menstruation  is  we  believe  largely  a 
matter  of  accident,  for  when  a follicle  is  ready  to  rupture,  a sudden  jerk,  a straining 
effort  is  quite  sufficient  to  cause  it  to  give  way. 


CASE  TAKING  IN  GYNAECOLOGY. 


Prior  to  making  any  examination  the  history  of  patient’s  illness,  past  health,  etc., 
should  be  noted.  The  following  is  a simple  and  convenient  arrangement : 

Name  Age  Married  or  Single. 

History  of  General  Health  and  Previous  Illnesses. 

Menstrual  History.  Date  of  puberty  and  menopause.  Duration  of  period  (type). 
Quantity  and  character  of  discharge.  Pain  before,  during,  or  between  periods 
(Mittelschmerz).  Degree  of  General  Disturbance  produced  by  period. 

Obstetric  History.  Number  of  children  born  at  term ; miscarriages  if  any.  Note 
any  complication  of  pregnancy  labour  and  puerperium.  Especially  note  whether  or 
not  labour  was  instrumental  and  puerperium  febrile.  Note  general  health  following 
confinements. 

History  of  Present  Illness.  Origin,  special  features  as  regards  pain,  vaginal 
discharge,  bearing  down,  disturbance  in  bowel  or  bladder,  swelling  of  abdomen,  etc. 


EXAMINATION  OF  PATIENT. 

Abdominal  Examination.  Before  proceeding  to  examination  of  reproductive  organs 
make  general  examination  of  abdomen.  Inspect,  palpate,  if  need  be,  auscultate. 

Inspection.  Note  general  appearance  of  abdomen,  presence  and  situation  of  any  tumour 
and  how  it  is  affected  by  respiration.  Appearance  of  skin  of  abdomen,  pigmentation, 
etc.  Appearance  of  intestinal  peristalsis. 

Palpation.  General  palpation  of  whole  abdomen  for  any  swelling  and  any  painful 
area.  Then  specially  palpate  the  kidneys,  epigastrium,  and  both  iliac  fossae.  If 
tumour,  estimate  size,  shape,  consistency,  mobility,  tenderness. 

Auscultation.  Employed  whenever  any  doubt  about  presence  of  pregnancy  from  fifth 
month.  E'oetal  heart  sounds  most  important.  Uterine  souffle  heard  in  pregnancy. 
Also  in  uterine  fibroids  and  sometimes  in  broad  ligament  cysts. 

Also  before  making  examination  of  reproductive  organs,  examine  and  question 
regarding  functions  of  lungs  and  heart,  if  any  suspicion  they  may  be  diseased.  Most 
important  to  direct  your  attention  to  reproductive  organs  after  having  formed  general 
idea  of  condition  of  other  abdominal  organs. 


POSITIONS  OF  PATIENTS  FOR  EXAMINATION  AND 
FOR  OPERATION. 


i.  Dorsal  Position.  Knees  drawn  up  and  slightly  abducted.  Position  for  ordinary 
bimanual  examination. 
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2.  Lithotomy  Position.  Dorsal  position  with  thighs  flexed  on  abdomen,  so  tilting  up 

the  lower  end  of  sacrum ; legs  usually  fixed  by  a crutch. 

3.  Trendelenburg  Position.  Inclined  dorsal  position  with  head  down.  Employed  in 

operating  in  pelvis. 

4.  Left  Lateral  Position.  On  left  side  with  thighs  flexed  at  right  angles  to  trunks  ; both 

arms  in  front.  Employed  for  simple  vaginal  examination. 

5.  Sims’  Semi-prone  Position.  Woman  lies  on  left  side,  and  left  arm  is  drawn  back 

to  get  front  of  chest  on  couch.  Pelvis  also  slightly  tilted  forward  by  flexing 
right  thigh  over  left;  both  knees  on  couch.  Useful  position  for  replacing  retro- 
flexed  gravid  uterus  and  for  some  vaginal  operations  (vesico-vaginal  fistula). 

6.  Genu-pectoral  or  Knee-chest  Position.  Patient  kneels  on  couch  and  bends  forward 

till  chest  rests  on  couch ; thighs  vertical  and  slightly  abducted.  Used  in  replacing 
retroverted  gravid  uterus.  Sims’  position  quite  as  good. 

7.  Erect  Posture.  This  position  seldom  employed.  May  be  used  in  order  to  test 

extent  of  prolapse  of  uterus  and  vaginal  walls. 


EXAMINATION  PER  VAGINAM  (P.V.  EXAMINATION). 
Contra-indications.  Normal  menstruation,  virginity  (unless  when  absolutely  necessary). 
Precautions.  Rectum  and  bladder  empty.  As  little  exposure  as  possible.  Gentleness 
in  order  to  save  patient’s  feelings,  and  also  to  disturb  reflexes  as  little  as  possible. 
Hands  clean,  nails  short. 

Points  to  be  Noted.  Always  examine  systematically  from  below  upwards. 

1.  Perineum  and  Vulva.  Lacerations,  citcatrices,  warts,  tumours;  note  condition  of 

Bartholin  glands. 

2.  Vaginal  Orifice.  Vaginismus,  patency  of  hymen,  carunculae  myrtiformes,  prolapse,  etc. 

3.  Vagina.  Discharge  (leucorrhoea  or  blood) ; fistula ; swellings  (see  below) ; bladder, 

urethra  and  ureters ; rectum  and  Douglas’  pouch. 

4.  Os  Uteri.  Size,  shape  and  position ; polypus,  erosion,  ulceration.  Nulliparous  os  \ 

small,  round  or  transverse,  with  smooth  lips.  Parous  os : larger,  often  gaping,  lips 
fissured  and  often  everted  (ectropion). 

5.  Cervix  Uteri.  Size,  shape,  position  and  direction ; lacerations,  tumours. 

6.  Corpus  Uteri.  Size,  shape,  position  and  direction ; tumours,  pregnancy. 

7.  Vaginal  Fornices.  Cicatrices,  tenderness,  swellings  (see  below). 

Swellings  of  the  Vaginal  Walls  : 

(1)  Cystocele;  (2)  rectocele;  (3)  tumours,  commonly  cystic  or  fibroid ; (4)  inflammatory 
exudation;  (5)  faeces. 

Swelling  or  Resistance  in  the  Posterior  Fornix. 

1.  Uterus.  Retroflexion,  retroversion,  tumour. 

2.  Ovary.  Prolapse,  cystic  or  solid  tumour. 

3.  Tube.  Distended  with  pus  (pyosalpinx),  with  serum  (hydrosalpinx)  or  with  blood 

(haematosalpinx),  ectopic  sac. 

4.  Peri-  or  Parametrium.  Inflammatory  exudation,  abscess,  blood  (haematocele). 

5.  Rectum . Faeces,  tumour  (generally  malignant). 

6.  Retroperitoneal  Tissue.  Sarcoma,  lipoma,  dermoid. 

7.  Sacrum.  Sarcoma  or  other  tumour. 
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Swelling  or  Resistance  in  the  Anterior  Fornix. 

1.  Uterus.  Anteflexion,  anteversion,  pregnancy,  fibroid. 

2.  Ovary.  Prolapse  or  cystic  or  other  enlargement  (rarely  in  anterior  fornix). 

3.  Tube.  Pyosalpinx  very  rare ; ectopic  sac  also  very  rare. 

4.  Bladder.  Distended  or  hypertrophied. 

5.  Peri ■ or  Parametrium.  Inflammatory  exudation,  abscess,  haematocele  (rare). 

Swelling  or  Resistance  in  the  Lateral  Fornix. 

1.  Uterus.  Lateroflexion,  lateroversion,  fibroid. 

2.  Ovary.  Prolapse,  cystic  or  other  enlargement. 

3.  Tube.  Pyosalpinx,  hydrosalpinx,  haematosalpinx,  ectopic  gestation. 

4.  Peri-  or  Parametrium.  Inflammatory  exudation,  abscess,  haematoma. 


BIMANUAL  EXAMINATION. 

This  begins  where  the  P.V.  examination  ends.  Precautions  similar. 

1.  Abdomino-vaginal.  The  usual  method.  It  is  of  special  use  for  determining  the 
size,  shape,  sensitiveness,  position,  direction  of  axis,  and  mobility  of  uterus,  ovaries, 


tubes,  and  any  pathological  condition  which  may  be  present.  With  patient  in  dorsal 
position,  insert  the  index  finger  if  vagina  narrow,  or  both  index  and  middle  fingers 
if  canal  patent.  Insert  fingers  of  left  hand  into  the  vagina  when  palpating  the  left 
side  of  the  pelvis,  and  fingers  of  the  right  hand  when  palpating  the  right  side  of  the 
pelvis.  Keep  thumb  in  front  and  the  other  fingers  bent  into  palm  or  extended 
between  buttocks ; lay  the  other  hand  flat  on  the  hypogastrium  and  press  the  fingers 
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gently  backward  and  downwards.  Patient  must  be  comfortable  and  well  relaxed. 
Hands  must  be  warm  and  least  amount  of  pressure  employed,  otherwise  abdominal 
wall  becomes  rigid. 

Bimanual  Examination  is  the  all-important  method  of  examination.  For 
diagnostic  purposes  seldom  necessary  to  use  uterine  sound  or  speculum.  Guide  or 
landmark  is  the  body  of  uterus,  more  especially  fundus  uteri ; must  always  locate  it 
first  of  all.  Having  located  fundus,  determine  its  size,  position,  consistency, 
mobility.  Then  its  relation  to  the  cervix  and  neighbouring  structures  and  organs. 
It  is  felt  as  a firm  body  between  two  hands  when  in  normal  position.  The 
ovaries  are  palpated  by  keeping  vaginal  fingers  close  to  sacrum  on  one  side  and 
pushing  them  well  up  towards  pelvic  brim.  Abdominal  hand  is  pushed  downwards 
and  backwards.  The  two  hands  are  then  drawn  together  forwards,  when  the  ovary 
slips  between  them.  Sometimes  ovary  easily  felt,  but  often  impossible,  except 
under  anaesthetic.  Tube  can  only  be  palpated  exactly  when  it  is  diseased. 

2.  Abdomino-redal.  Two  advantages:  (i)  The  finger  can  reach  higher;  (2)  it  may 

be  used  in  cases  of  virgins  and  of  occlusion  of  vagina. 

3.  Abdomino-vesical.  Used  only  in  cases  of  disease  of  the  bladder. 

4.  Abdomino-recto-vaginal.  Insert  (1)  index  finger  into  vagina  and  middle  finger  into 

rectum,  or  (2)  both  these  fingers  into  the  rectum  and  the  thumb  into  the  vagina. 
Useful  in  tumours  situated  behind  uterus. 


INSTRUMENTS  EMPLOYED  IN  GYNAECOLOGICAL 
EXAMINATION. 


THE  VAGINAL  SPECULUM. 

Contra-indications.  Normal  menstruation ; virginity ; great  tenderness. 

Varieties,  (i)  Cylindrical,  e.g.  Fergusson’s  ; (2)  valvular,  e.g.  Reid’s,  Cusco’s,  are  not 
for  operations,  but  for  inspection  of  the  cervix  uteri,  introduction  of  tampons  and 
intra-uterine  medication ; (3)  spatular,  e.g.  Sims’  Duckbill  Speculum,  Simon’s,  etc. 


Bivalve  Speculum. 


These  varieties  do  not  distort  the  cervix.  They  are  used  for  all  purposes,  including 
operations.  They  are  not  self-retaining,  but  this  disadvantage  has  been  overcome 
by  adding  a weight  to  the  handle,  e.g.  Auvard’s  Weighted  Speculum. 

Mode  of  Introduction  of  a Speculum.  Warm  and  lubricate  the  outside  of  the  instrument. 
Insert  the  point  into  the  vaginal  orifice,  and  push  back  the  perineum  with  it.  Then 
pass  it  upwards  and  backwards.  Rotate  Fergusson’s  while  passing  it.  The  other 
two  should  be  inserted  with  the  greater  breadth  antero-posteriorly  and  rotated  till 
they  lie  transversely. 

Points  to  be  Noted.  (1)  Cervix:  shape,  size,  colour,  lacerations,  etc.  (2)  Os  uteri:  size, 
shape,  secretion,  erosions,  polypus,  etc.  (3)  Vagina : secretions,  fistula.  The 
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vagina  is  examined  by  slowly  removing  the  speculum  and  observing  the  condition 
of  walls  when  doing  so. 


VULSELLUM  FORCEPS. 

This  is  used  to  steady  or  draw  down  the  cervix.  In  normal  cases  the  cervix  may 
be  drawn  down  to  the  ostium  vaginae. 

Contr a indications.  (1)  Acute  inflammation;  (2)  haematocele ; (3)  advanced  cancer; 
(4)  pyo-,  hydro-,  or  haematosalpinx. 

Uses.  To  pull  down  cervix  in  operation  upon  uterus.  To  test  mobility  of  uterus  in 
relation  to  any  tumour. 


THE  UTERINE  SOUND. 

Simpson’s,  Reid’s,  etc.  A knob  2J  in.  from  the  tip  marks  the  normal  length  of  the 
uterine  cavity. 

Contra-indications.  (1)  Normal  menstruation;  (2)  suspicion  of  pregnancy;  (3)  cancer; 
(4)  acute  inflammation  of  the  uterus  or  neighbouring  organs. 

Dangers.  (1)  Introduction  of  septic  matter;  (2)  abortion;  (3)  haemorrhage;  (4)  per- 
foration (often  no  bad  symptom  follows  perforation). 


hitroduction.  Sterilize  sound  and  cleanse  vagina.  Bend  sound  approximately  to  degree 
of  uterine  flexion.  Touch  the  os  with  the  left  forefinger.  Pass  sound  concavity 
backwards  along  the  finger  and  into  the  os,  and  then  with  wide  sweep  bring  handle 
round  and  point  of  the  sound  up  to  the  fundus  uteri.  If  uterus  displaced  back- 
wards ; don’t  require  to  rotate.  Never  use  force.  If  necessary,  steady  cervix  by 
tenaculum  or  vulsellum.  As  a further  precaution  against  introducing  septic  matter, 
the  sound  may  be  passed  through  a speculum. 

Diagnostic  Uses.  (1)  Permeability,  length,  width  and  direction  of  uterine  canal ; (2) 
mobility  of  uterus,  especially  in  relation  to  a pelvic  tumour;  (3)  sensitiveness  of 
uterus;  (4)  condition  of  endometrium;  (5)  intra-uterine  growths ; (6)  inversion  of 
the  uterus. 

Therapeutic  Uses.  (1)  To  replace  displaced  uterus;  (2)  to  dilate  os;  (3)  to  induce 
abortion  if  patient’s  life  in  danger  from  diseases  complicating  pregnancy ; (4)  intra- 
uterine medication  (Playfair’s  probe  covered  with  cotton  wool). 


UTERINE  DILATORS. 

I.  Tents.  Expand  cervix  by  absorbing  moisture.  Three  varieties,  sponge,  tubelo  wood 
and  sea  tangle  (laminaria).  The  latter  are  the  best.  (1)  Dilating  cervix  prior  to 
digital  examination  of  uterine  cavity;  (2)  for  induction  of  abortion;  (3)  very  bene- 
ficial in  dysmenorrhoea  instead  of  employing  metal  dilators. 
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Method  of  Employing.  Disinfect  vagina — push  in  tent  and  pack  vagina  with  gauze  to 
keep  tent  in — pelvic  gauze  should  be  passed  through  loop  of  silk  at  end  of  tent  in 
case  latter  slips  into  uterus. 


Laminaria  Tent. 


II.  Vulcanite  or  Metal  Dilators  (Hegar’s,  Cameron’s).  Employed  for  dilating 
cervix  prior  to  curettage,  digital  exploration  of  uterus,  and  to  relieve  dysmenorrhoea. 
Method  of  Employing.  Anaesthetise  patient.  Place  her  in  lithotomy  position.  Disinfect 
vagina.  Then  grasp  cervix  with  vulsellum  forceps  and  pass  various  sized  dilators. 
Dangers,  infection  and  laceration  of  cervix. 


Hegar’s  Dilator. 


III.  Expanding  Dilators.  Not  much  employed  in  this  country,  because  of  danger  of 
lacerating  the  cervix. 

Digital  Exploration  of  Uterus.  Not  often  employed.  Useful  in  cases  when  doubtful 
small  submucous  fibroid.  First  dilate  with  tents  (laminaria),  then  anaesthetise 
patient  and  pass  finger  through  cervix,  pushing  down  uterus  also  on  to  examining 
finger,  with  hand  applied  over  fundus  externally. 

Illumination  of  Uterus.  So  far  not  been  very  successful,  because  uterine  cavity  is  really 
not  a cavity,  as  two  walls  are  in  apposition. 


CURETTE. 

Curettage  of  uterus  is  curative  in  endometritis  and  incomplete  abortion  (early),  but  often 
employed  for  diagnostic  purposes,  as  in  cases  of  doubtful  carcinoma  of  body  of 
uterus.  Many  varieties.  Loop  curette  (Sims’,  etc.);  scoop  curette  (Martin’s  or 
Recamier) ; douche  curette  (Reinstatter). 


Sims’  Curette. 


Dangers.  (1)  Induction  of  abortion — make  sure  no  pregnancy;  (2)  infection  of  uterus 
— must  be  most  careful  to  disinfect  vaginal  canal;  (3)  rupture  of  uterus — especially 
liable  to  occur  in  curettage  for  incomplete  abortion,  and  especially  in  cases  of 
carcinoma  of  the  body  of  the  uterus — must  therefore  be  very  careful  in  these  cases ; 
(4)  establishing  permanent  amenorrhoea  from  too  complete  removal  of  endometrium. 

Method  of  Employing.  Patient  should  be  anaesthetised  and  placed  in  lithotomy  position, 
vagina  should  then  be  thoroughly  cleansed  with  soap  and  water  and  lysol  douche 
(1  per  cent.).  Cervix  should  then  be  grasped  with  two  pairs  of  vulsellum  forceps, 
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applied,  one  to  anterior  and  other  to  posterior  lip.  Cervical  canal  should  then  be 
carefully  swabbed  out,  the  gauze  soaked  in  antiseptic  lotion  (carbolic,  1-20;  bin- 
iodide  of  mercury,  1 in  1000).  Cervix  should  then  be  gradually  dilated  with  Hegar’s 
or  Cameron’s  dilators  until  curette  can  be  easily  introduced.  Curette  should  be 
passed  up  to  fundus  of  uterus,  and  long  strokes  made  from  fundus  to  cervix.  Should 
begin  in  front  and  go  slowly  round  so  as  to  take  away  all  endometrium  if  case 
is  one  of  endometritis.  (If  for  diagnostic  purposes  in  doubtful  carcinoma  of  body, 
curette  should  be  employed  with  great  caution,  and  if  sufficient  material  removed 


Bozeman’s  Intra-uterine  Douche  Tube. 


for  microscopic  examination,  should  be  satisfied.)  In  ordinary  cases  of  endo- 
metritis, should  curette  firmly  so  as  to  remove  all  thickened  endometrium,  but 
should  not  do  it  too  energetically  as  there  have  been  cases  where  menstruation  has 
never  returned  from  too  complete  removal  of  endometrium.  Can  tell  by  rough 
feel  of  muscle  surface  that  have  curetted  deep  enough.  Having  curetted,  wash  out 
uterus  with  Bozeman’s  catheter,  then  dry  out  with  gauze  and  insert  packing  of  gauze, 
which  should  be  removed  in  twenty-four  hours’  time. 


■ 


FUNCTIONAL  DISTURBANCES. 


AMENORRHOEA. 

Physiological  Amenorrhoea.  Amenorrhoea  is  a normal  physiological  condition  prior  to 
puberty,  after  the  menopause,  and  during  pregnancy  and  lactation.  During  pregnancy 
for  the  first  two  months  there  is  sometimes  slight  menstrual  discharge.  After  fusion 
of  decidua  reflexa  (capsularis)  and  decidua  vera,  very  rare  indeed ; seldom  proper 
menstruation  and  usually  means  some  more  or  less  serious  pathological  condition. 
Some  1 8 per  cent,  of  women  menstruate  during  lactation. 

Pathological  Amenorrhoea.  This  may  be  primary,  due  to  developmental  errors,  or 
secondary  or  acquired,  due  to  general  or  local  diseases. 

Primary  A?nenorrhoea.  In  this  condition  there  may  be  simply  an  accumulation  of 
menstrual  blood  behind  an  obstruction,  such  as  an  imperforate  hymen,  vaginal 
septum,  or  atresia  of  vagina  or  cervix.  The  blood  then  accumulates  behind  the 
obstruction,  and  one  gets  these  conditions  referred  to  as  Haematocolpos,  Haemato- 
metra,  Haematosalpinx,  according  as  the  vagina,  uterine  body,  or  Fallopian 
tube  is  distended  with  the  pent-up  blood.  (All  these  conditions  are  considered 
in  connection  with  errors  of  development  in  the  reproductive  organs.)  What 
may  lead  to  great  confusion  is  the  condition  of  double  uterus  and  vagina,  in 
which  one  half  is  functionating  properly,  but  the  other  half  has  menstrual  blood 
pent  up,  owing  to  some  obstruction.  In  all  cases  referred  to  in  this  paragraph 
there  is  a menstrual  “ molimen.” 

In  the  other  group  of  cases  there  is  no  menstrual  discharge,  owing  to  defective 
development  of  ovaries  or  uterus.  Absence  of  ovaries  is  always  associated  with  a 
small  rudimentary  or  absent  uterus.  It  is  quite  possible,  however,  to  have  a poorly 
developed  rudimentary  or  absent  uterus  and  apparently  healthy  ovaries.  In  these 
latter  cases  may  have  great  pain  at  the  periods.  Little  can  be  done  for  cases  where 
the  developmental  errors  are  pronounced.  But  when  they  are  slight,  tonics,  exercise, 
and  electricity  may  improve  matters.  In  such  cases  the  woman  usually  does  not 
commence  to  menstruate  until  18,  19,  or  20.  It  is  usually  scanty,  and  there  is  often 
pain  at  menstruation  (dysmenorrhoea).  The  subject  is  fully  considered  in  connection 
with  errors  of  development. 

Secondary  Amenorrhoea.  Very  little  disturbance  may  be  sufficient  to  bring  this  about, 
such  as  change  of  residence,  environment,  or  mode  of  life.  Often  may  be  traced 
back  to  a chill,  overfatigue,  undue  mental  or  emotional  strain,  especially  at  or  about 
a menstrual  period.  Apart  from  these  simple  disturbing  factors,  secondary  amenor- 
rhoea may  be  caused  by  : (a)  General  condition , such  as  anaemia,  chlorosis,  phthisis, 
myxoedema : the  drug  habit  (especially  morphia)  often  associated  with  defective 
menstruation,  (b)  Local  co?idition — the  most  important  one,  imperfect  development 
of  uterus  and  the  ovarian  cystomata.  It  sometimes  follows  a septic  infection  after 
parturition  (super-involution  of  uterus)  or  a too  radical  curettage  of  uterus. 
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Treatment.  If  the  amenorrhoea  is  apparently  the  result  of  a general  disturbance,  such  as 
anaemia,  careful  dieting,  regulation  of  bowels,  exercise,  and  the  administration  of 
iron  with  or  without  arsenic  will  generally  result  in  an  improved  menstrual  flow. 

In  cases  where  the  uterus  is  rather  small,  repeated  curettage,  electricity,  and 
ovarian  extract  are  said  to  do  good  (personally  I have  not  seen  much  benefit  result 
from  such  treatment).  If  there  is  any  deficiency  of  secretion  from  thyroid, the  extract 
of  that  gland  should  be  given. 

In  those  cases  where  there  is  a distinct  obstruction,  such  as  an  imperforate 
hymen,  the  hymen  must  be  incised.  This  must  be  performed  with  all  aseptic 
precautions,  as  infection  readily  follows.  The  membrane  should  be  incised,  the 
vagina  washed  out,  and  gauze  packing  inserted. 

If  the  uterus  is  absolutely  infantile,  nothing  should  be  done,  unless  there  is  great 
menstrual  pain,  when  the  uterus  (not  the  ovaries)  should  be  removed. 

MENORRHAGIA. 

By  this  is  meant  an  excessive  discharge  of  blood  at  the  menstrual  periods.  Individuals 
vary  greatly  as  regards  quantity  of  menstrual  discharge  and  duration  of  the  period. 
Generally  speaking,  if  period  lasts  more  than  five  days  there  is  some  pathological 
condition  of  a more  or  less  serious  nature  present. 

Etiology.  Menorrhagia  is  usually  the  result  of  some  local  disorder,  but  not  infrequently 
it  may  be  caused  by  General  Disturbances.  For  example,  it  is  often  a feature  of  the 
early  stages  of  thyroid  enlargement,  and  is  not  infrequent  in  women  of  the  poorer 
classes  who  nurse  their  children  too  long.  Other  general  disturbances  calling  for 
mention  are  blood  diseases,  such  as  scurvy,  haemophilia,  heart  disease  (especially 
mitral  disease),  Bright’s  disease,  and  chronic  alcoholism. 

Local  Conditio?is.  Most  important;  generally  speaking,  a feature  of  all  diseases  of  uterus 
and  tubes,  such  as  endometritis,  metritis,  retrodisplacement  (with  endometritis),  fibro- 
myoma,  malignant  disease,  pyosalpinx,  malignant  disease  of  tubes.  In  ovarian 
diseases  menorrhagia  is  not  so  constant.  With  ovarian  cystomata  there  is  often 
amenorrhoea ; but  with  inflammatory  affection  of  the  ovaries,  broad  ligament  cysts, 
and  malignant  tumours  of  the  ovaries,  menorrhagia  is  very  common. 

For  some  time  before  the  menopause  menorrhagia  is  not  infrequent.  This  fact 
often  leads  the  physician  to  overlook  malignant  disease.  The  possibility  of  malignant 
disease  must  at  all  times  be  considered  and  excluded  when  there  is  menorrhagia. 
Treatment.  The  treatment  of  menorrhagia  is  the  treatment  of  the  condition  causing  it. 
Replacement  of  the  uterus,  curettage  of  the  endometrium,  removal  of  a tumour  or 
the  uterus,  etc.,  may  be  necessary.  In  those  cases  where  the  uterine  muscle  is  at 
fault,  more  particularly  chronic  metritis  associated  with  degeneration  of  the  vessel 
walls,  curettage  is  often  disappointing.  Ergot  (30  m.  thrice  daily),  sulphate  of  quinine 
(5  grs.  thrice  daily),  and  hydrastis  are  the  drugs  generally  employed.  When  the 
disease  is  the  result  of  general  disturbances  of  metabolism  tonics  are  most  valuable, 
especially  associated  with  suitable  physical  exercise.  Probably  the  most  valuable 
drug  is  lactate  of  calcium  (25  grs.  at  bed-time),  a few  days  before  and  during 
menstruation.  Pituitary  extract  also  valuable.  If  bleeding  severe,  hot  douches  and 
packing  the  vagina  may  be  necessary  as  a temporary  measure. 


METRORRHAGIA. 

Metrorrhagia  is  a discharge  of  blood  between  the  menstrual  periods.  Although  it 
may  be  the  result  of  constitutional  disturbances  and  of  cardiac,  hepatic,  and  renal  disease, 
it  generally  means  that  there  is  some  decided  local  lesion  of  the  uterus.  The  most 
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important  are  malignant  disease,  fibro-myomata  and  polypus  of  uterus,  incomplete 
abortion  and  inversion  of  the  uterus.  But  it  may  be  the  result  of  other  disturbances, 
as  endometritis  and  salpingitis. 

The  fact  of  it  being  so  frequently  the  first  sign  of  malignant  disease  should  lead  one 
to  attach  great  importance  to  this  symptom. 

Treatment  consists  in  removing  the  cause  of  the  bleeding. 

DYSMENORRHOEA. 

By  dysmenorrhoea  is  meant  pain  before,  during,  or  after  menstruation.  It  is  fre- 
qently  classified  as  (1)  Spasmodic;  (2)  Obstructive;  (3)  Congestive;  (4)  Membranous. 

(1)  Spasmodic.  Typical  spasmodic  dysmenorrhoea  is  to  be  observed  in  women  who  possess 
a poorly  developed  uterus.  In  other  cases  the  uterus  is  apparently  normal  as  regards 
size,  but  is  acutely  anteflexed.  (Many  cases  of  anteflexion  have  no  dysmenorrhoea.) 
In  very  many  cases,  however,  there  is  absolutely  no  pathological  condition  discover- 
able on  bimanual  examination.  The  pain  commences  with  menstruation,  indeed 
may  even  occur  before  the  flow  is  quite  established ; it  continues  as  a rule  less  or 
more  throughout  the  period.  It  is  often  extremely  severe  and  usually  comes  in 
spasms,  although  it  may  be  continuous.  It  is  invariably  relieved  by  full  doses 
of  alcohol  or  opium.  But  there  is  grave  danger  in  employing  such  remedies,  as  the 
alcohol  or  opium  habit  is  liable  to  be  created.  Some  of  the  women  affected  with 
this  variety  of  dysmenorrhoea  are  typically  neurotic,  but  many  are  not  so,  and  are 
“ strong  ” both  mentally  and  physically.  It  is  often  present  from  the  commencement 
of  the  menstrual  function,  especially  in  cases  where  the  development  of  the  uterus  is 
defective,  but  it  is  quite  often  acquired.  In  such  cases  there  is  the  history  of 
comparatively  little  discomfort  for  the  first  year  or  two,  and  then  following  some 
chill,  overwork,  overexertion  at  athletic  pursuits,  or  some  illness,  such  as  anaemia, 
the  gradual  establishment  of  dysmenorrhoea. 

Treatment.  When  the  uterus  is  poorly  developed  little  can  be  done ; some  claim  that 
curettage  and  electricity  have  so  stimulated  a poorly  developed  uterus  that  it  has 
become  appreciably  larger  (this  is  very  questionable).  In  some  such  cases  where  the 
pain  is  extreme  it  has  been  deemed  necessary  to  remove  the  ovaries — a better  pro- 
cedure is  to  remove  the  uterus  and  leave  the  ovaries. 

Where  the  dysmenorrhoea  is  due  to  anteflexion,  the  latter  condition  must  be 
treated  {vide  Anteflexion). 

In  those  cases  where  no  local  abnormality  can  be  discovered  general  tonics  and 
change  of  residence  for  a few  weeks  may  improve  the  condition  (in  such  cases  a dis- 
turbance of  metabolism  is  probably  the  cause).  Hot  sitz  baths,  mustard  foot  baths, 
useful.  Most  important  to  regulate  bowels,  and  give  salines  just  before  and  during 
first  two  days  of  period.  Lactate  of  calcium,  guaiacum  resin  (gr.  x t.c.d.),  extract  of 
thyroid  gland,  ovary,  etc.,  have  often  been  beneficial.  The  coal  tar  preparations 
give  relief  almost  invariably  (only  to  be  used  if  absolutely  necessary). 

(2)  Obstructive  Dysmenorrhoea.  This  is  seen  in  a marked  degree  in  all  conditions  where 
the  menstrual  blood  gets  pent  up  in  the  uterine  cavity  either  from  flexions  (forward 
or  backward)  of  the  uterus  or  myomata  of  the  uterus  (small  myomata  of  the  uterus 
also  produce  a spasmodic  dysmenorrhoea).  The  blood  so  retained  coagulates  in  the 
uterus,  and  the  clots  when  they  are  expelled  cause  a great  amount  of  pain. 

In  many  cases  of  this  variety  the  mucous  membrane  is  at  fault  (endometritis);  it 
becomes  unduly  swollen  and  there  is  an  excessive  bleeding  from  its  surface. 

Dilatation  and  curettage  invariably  give  relief  in  this  variety  of  dysmenorrhoea. 
Sometimes  the  relief  is  permanent,  but  occasionally  it  is  only  temporary,  especially 
if  the  endometrium  is  not  much  thickened. 
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Sometimes  the  displacements  require  no  further  treatment,  but  frequently  it  is 
necessary  to  insert  a Hodge  or  Albert  Smith  pessary  if  the  displacement  is  backwards, 
or  a stem  pessary  if  the  displacement  is  a forward  one  {vide  Anteflexion). 

(3)  Congestive  Dysmenorrhoea.  In  this  variety  pain  is  often  complained  of  for  a few  days 
preceding  the  onset  of  the  period,  and  disappears  after  the  discharge  is  fully  estab- 
lished. Indeed,  many  women  suffering  from  this  form  of  dysmenorrhoea  state  that 
they  feel  best  during  the  period  and  for  a few  days  after  the  discharge  has  ceased,  and 
gradually  become  worse  from  the  middle  of  the  menstrual  interval  until  the  next 
period  begins. 

It  is  invariably  associated  with  inflammatory  conditions  of  uterus,  tubes,  and 
ovaries,  less  frequently  with  tumours  of  these  organs.  Occasionally,  however,  this 
type  of  dysmenorrhoea  may  be  present  when  there  is  little  to  be  discovered ; generally 
in  such  cases  the  menstrual  flow  is  scanty  from  general  or  local  causes.  (See  Amen- 
orrhoea  and  Spasmodic  Dysmenorrhoea.) 

The  treatment  of  the  variety  is  chiefly  surgical,  the  particular  operation  indicated 
depending  upon  the  part  affected.  In  the  milder  cases  when  the  local  lesions  are 
less  pronounced,  hot  douches  and  tampons  soaked  in  ichthyol  and  glycerine  (10  per 
cent.)  give  great  relief  (see  Treatment  of  Inflammatory  Affections  of  various  Pelvic 
Organs). 

(4)  Membranous  Dysmenorrhoea  {Endometritis  Exfoliativa).  This  is  a condition  in  which 

more  or  less  complete  casts  of  the  uterus  are  expelled  at  each  menstrual  period.  The 
pain  is  often  extreme,  but  the  quantity  of  the  menstrual  discharge  often  varies. 
It  occurs  especially  in  young  women,  and  is  usually  associated  with  sterility. 
(Bimanually  there  is  seldom  any  discoverable  abnormality  in  uterus  or  adnexa.) 
The  microscopic  appearances  of  these  casts  vary.  Sometimes  they  appear  as  simple 
exudates  of  fibrin  and  endometrial  cells,  but  at  other  times  all  the  structures  of  the 
superficial  layers  of  the  endometrium  are  present.  Apparently  an  excessive  quantity 
of  blood  is  effused,  and  the  superficial  layers  are  lifted  off  e?i  bloc.  The  question  of 
an  abortion  has  sometimes  to  be  considered  in  these  cases. 

Treatment.  The  uterus  should  be  curetted.  Later,  if  the  condition  recurs,  pure  carbolic 
acid  or  iodized  phenol  should  be  occasionally  applied  to  the  endometrium  in  the 
menstrual  intervals.  Ionization  of  uterus  is  said  to  be  beneficial.  Lactate  of  calcium 
(25  grs.  at  bedtime)  also  acts  beneficially. 

LEUCORRHOEA. 

Leucorrhoea  is  a white  or  yellowish  discharge  from  the  vagina.  It  may  be  vaginal  or 

uterine  in  origin. 

The  Vulvo-vaginal  Variety.  This  variety  occurs  in  young  children  badly  cared  for,  and 
occasionally  as  a complication  of  the  specific  fevers  (measles,  etc.).  In  such  cases 
the  discharge  is  chiefly  from  the  vulva  and  not  from  far  up  the  vagina.  In  adults  it 
is  generally  the  result  of  infection.  This  infection  is  favoured  by  patency  of  the 
canal,  congestion  from  tumours,  pregnancy,  presence  of  pessaries,  but  is  very  often 
the  result  of  gonorrhoea.  (When  infection  is  of  gonorrhoeal  origin  pus  can  be 
pressed  out  of  the  urethra,  and  if  this  is  examined  microscopically,  gonococci  will  be 
detected.) 

Uterine  Variety.  Leucorrhoea  of  uterine  origin  generally  results  from  an  infective  catarrh 
of  the  uterus,  but  it  is  also  found  in  association  with  tumours  of  uterus  and  ovaries, 
causing  congestion  (many  of  such  cases  infective  also).  It  may  also  occur,  however, 
from  general  ill  health  and  as  the  result  of  disturbances  of  metabolism. 

The  two  varieties  are  distinguished  by  examining  the  vagina  and  cervix  through 
a speculum.  If  the  leucorrhoea  is  entirely  vaginal  in  origin,  the  cervix  will  appear 
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healthy,  with  no  discharge  escaping  from  the  cervix.  But  if  it  is  of  uterine  origin,  a 
more  or  less  purulent  discharge  will  be  seen  issuing  from  the  os,  the  cervix  will  appear 
swollen,  and  its  vaginal  surface  in  the  neighbourhood  of  the  os  externum  will  be 
red  and  velvety  (see  Erosion  of  Cervix,  p.  40).  The  discharge  is  often  extremely 
disagreeable  to  the  patient  by  reason  of  its  presence  and  odour.  It  often  causes  a 
good  deal  of  irritation  (see  Pruritus  Vulvae). 

Treatment.  In  the  vaginal  variety  simple  cleanliness  and  vaginal  douchings  with  mild 
antiseptic  lotion  of  lysol,  creoline,  biniodide  of  mercury,  boracic  acid  are  all  that  are 
necessary.  In  the  uterine  variety,  however,  douching  only  removes  the  secretion 
present  in  the  vagina — it  has  no  effect  upon  the  uterine  condition  causing  the  dis- 
charge. In  cases  of  endometritis  the  uterus  should  be  curetted.  If  the  discharge  is 
associated  with  ill  health,  tonics  and  change  of  air  are  beneficial.  Vaccines  some- 
times do  good  (see  Endometritis,  p.  38).  When  the  leucorrhoea  is  caused  by 
tumours  of  uterus  or  ovaries,  or  suppurative  conditions  of  the  tubes,  these  different 
conditions  must  be  dealt  with. 


STERILITY. 

Before  proceeding  to  treat  sterility  in  the  wife  the  husband’s  condition  should  be 

enquired  into.  Sterility  in  the  woman  may  be  congenital  or  acquired. 

Congenital  sterility  is  associated  with  infantilism  and  malformation  of  the  genital  organs. 
Many  malformations,  such  as  double  uterus,  are  not  necessarily  associated  with 
sterility. 

Turning  to  slighter  departures  from  the  normal,  one  finds  such  conditions  as 
elongated  cervix,  anteflexion,  and  vaginismus — a spasmodic  contraction  of  the  vaginal 
entrance  not  infrequent. 

Acquired  Sterility.  May  be  the  result  of  disease  of  uterus,  ovaries,  or  tubes. 

As  regards  the  uterus,  endometritis  and  tumours,  especially  fibromyoma,  may  be 
cited.  But  it  has  also  followed  superinvolution  (atrophy  of  the  reproductive  organs 
after  a febrile  puerperium),  or  even  a too  energetic  curettage  of  the  uterus.  Tumours 
of  the  ovaries,  and  above  all  inflammatory  affections  of  tube  and  ovaries,  are  often 
associated  with  sterility.  But  in  many  cases  nothing  abnormal  can  be  detected.  In 
such  the  sterility  is  difficult  to  explain.  Possibly  it  is  sometimes  due  to  faulty  meta- 
bolism in  the  woman,  but  probably  in  many  cases  there  is  an  absolute  lack  of 
“ attractability  ” between  ovum  and  spermatozoa. 

Treatment.  In  the  congenital  variety  nothing  can  be  done  except  in  these  slight  cases 
where  the  hymen  is  imperforate.  If  there  is  slight  anteflexion,  dilatation  and  treat- 
ment with  a stem  pessary  are  often  followed  by  most  satisfactory  results.  If  cervix 
is  cone  shaped  and  elongated,  incision  and  Dudley’s  or  Pozzi’s  operation  occasionally 
give  good  results. 

Simple  procedures,  such  as  a period  of  abstinence  from  sexual  intercourse,  and 
in  the  stout  and  plethoric,  a reducing  diet,  with  thyroid  extract,  are  sometimes 
followed  by  pregnancy. 

If  tumours  of  the  uterus  or  ovary  are  present,  they  should  be  removed,  but 
conservative  surgery  of  inflamed  adnexa  is  usually  profitless. 
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DISPLACEMENTS. 

Forward.  Anteflexion;  normal  position  of  uterus  is  that  of  anteflexion.  Causes’, 
(a)  Generally  developmental  error ; (b)  acquired  from  inflammatory  affection  of 
cellular  tissue  in  utero-vesical  pouch,  tumours  of  anterior  uterine  wall  and  result  of 
vaginal  or  abdominal  functions. 


Symptoms.  Quite  a considerable  number  of  cases — no  symptoms.  If  present,  they  are 
(i)  dysmenorrhoea  usually  during  flow,  if  associated  with  endometritis,  prior  to 
flow ; (2)  very  frequently  scanty  menstruation,  because  of  poor  development  of 
organ ; (3)  sterility ; (4)  irritability  of  bladder,  said  to  be  due  to  pressure  of  fundus 
on  bladder ; (5)  dyspareunia ; (6)  nervous  disturbances,  headache,  etc. 

Differential  Diagnosis,  (a)  Fibroid  anterior  wall ; (b)  pregnancy ; (e)  ovarian  tumour ; 
(d)  ectopic  sac. 

Prognosis  not  very  favourable ; dilatation  gives  temporary  relief.  Pregnancy  often  effects 
a cure,  but  often  impossible  to  secure. 

Treatment. 

Dilatation  and  Curettage  always  give  temporary  relief,  but  seldom  a permanent  cure 
unless  very  marked  endometritis.  If  stenosis  present,  better  to  dilate  under  an 
anaesthetic  every  six  to  twelve  months  rather  than  repeated  dilations  prior  to  period. 
Stem  pessary  generally  considered  unsafe.  Introduction  of  stem  pessary  as  follows : 
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seize  cervix  with  vulsellum  forceps,  push  in  stem  pessary  (metal  are  best),  then 
introduce  Hodge  pessary,  otherwise  stem  will  be  pushed  out  by  contraction  of 
uterus.  Remove  stem  at  each  period.  Reintroduce  after  periods.  No  intercourse 
while  stem  pessary  is  in,  and  patient  should  rest  very  quietly.  Personally  had  good 
results  from  stem  pessary. 

Operation.  (1)  Division  of  the  posterior  wall  of  cervix  and  packing  incision  with  gauze. 
(2)  Division  of  cervix  and  stitching  of  incisions  as  indicated  in  ( vide  Operations) 
Dudley’s  operation.  (3)  Removal  of  wedge-shaped  piece  of  tissue  from  uterus  at  point 
of  flexion.  (4)  In  extreme  cases,  when  uterus  is  also  infantile,  the  tubes  and  ovaries 
have  sometimes  been  removed,  but  a much  more  sensible  treatment  is  to  leave 
the  ovaries  and  remove  the  uterus. 

Anteversion.  Unassociated  with  flexion  and  tumours,  anteversion  is  a feature  of  chronic 
metritis  (see  page  39). 


Backward.  Retroversion  and  retroflexion. 

Almost  identical  as  regards  etiology,  diagnosis  and  treatment.  Generally 
acquired ; very  commonly  arise  after  parturition  in  early  puerperium.  Rarely 
congenital.  May  follow  accident,  such  as  fall.  May  also  follow  inflammation  and 
tumour  of  uterus.  Always  follows  chronic  tubal  disease.  Overdistension  of  bladder 
said  to  be  cause,  but  that  very  doubtful. 

Clinical  Features.  Often  no  symptoms,  when  present  are  chiefly  the  result  of  the 
endometritis  and  metritis  present ; excessive  menstruation,  leucorrhoea,  dragging 
pain  often  referred  to  back  and  down  inside  of  thighs.  Constipation  very  common 
and  occasionally  disturbance  of  urination.  General  disturbances  not  infrequent; 
sickness,  especially  in  morning  headaches,  irritability,  malaise,  loss  of  appetite 
(toxaemic  symptoms).  Associated  with  the  retrodisplacement  there  is  often  pro- 
lapse of  ovary. 

Diagnosis.  Upon  bimanual  examination  absence  of  fundus  immediately  behind 
symphysis,  presence  of  swelling  in  pouch  of  Douglas.  Passage  of  uterine  sound  in 
backward  direction,  this  should  rarely  be  necessary  for  diagnosis  should  be  made 
by  bimanual  examination. 

Differential  Diagnosis.  Condition  simulates  and  is  simulated  by  small  ovarian  cyst, 
myoma  on  posterior  wall,  pyosalpinx,  extra-uterine  pregnancy,  cellulitis,  faecal 
accumulation. 


Anteversion. 


Fibroid  of  Anterior  Wall  simulating  Anteflexion. 
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Ovarian  Tumour.  Often  movable,  generally  distinct  from  uterus. 

Myoma.  Firm,  felt  as  part  of  uterus. 

Pyosalpinx.  History  of  old  standing  pelvic  pain,  swelling  in  Douglas  pouch,  very 
tender.  Uterus  usually  fixed. 


Degrees  of  Retroflexion. 


Extra-uterine  Pregnancy.  History,  swelling,  tender. 

Cellulitis.  History  of  pelvic  inflammation,  swelling  very  diffuse. 
Faecal  Accumulation.  Pitting  on  pressure. 


Treatment. 

(a)  Prophylactic.  As  so  many  arise  in  early  puerperium  all  puerperal  women  should  be 
examined  in  third  week  and  pessary  introduced  if  any  displacement. 

(h)  Active.  In  cases  where  absolutely  no  disturbances,  no  treatment  necessary.  Before 
proceeding  to  treatment,  must  decide  whether  fundus  is  fixed  or  movable. 

Pessaries.  Suitable  if  uterus  is  movable,  unsuitable  if  uterus  fixed  and  in  cases 
of  inflammatory  infection  of  adnexa.  Replace  organ  and  insert  pessary — 
Albert  Smith,  Hodge,  Thomas.  Organ  is  replaced.  Bimanual  (p.  33).  Best 
method ; push  up  fundus  with  fingers  in  posterior  fornix,  press  external  hand  well 
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behind  fundus  and  try  and  raise  latter ; then  finally  slip  internal  fingers  in  front 
of  cervix  and  push  it  backwards.  With  patient  in  the  Sims’  position  or  the 


knee  elbow  position,  the  organ  can  be  more  easily  replaced  sometimes.  This 
is  specially  suitable  in  retrodisplacement  of  gravid  uterus.  If  there  is  difficulty 
in  raising  the  fundus  with  the  internal  fingers,  the  cervix  should  be  seized 
with  vulsellum  forceps  and  the  uterus  pulled  down.  Replacement  with  fingers 


in  rectum  is  only  possible  if  patient  is  anaesthetised.  By  sound , not  so  good 
(p.  33).  Pass  sound  with  point  directed  backwards  then  by  wide  sweep  of 
the  instrument  turn  uterus  into  position.  Uterus  being  brought  into  normal 
position  pessary  must  be  inserted.  All  introduced  in  same  way ; use  always 
the  smallest  pessary  that  will  keep  organ  in  position.  Grasp  pessary  with 
forefinger  as  indicated,  press  lateral  bar  against  posterior  commissure  and  push 
in  instrument,  turn  instrument  round  so  that  it  lies  between  anterior  and  posterior 
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vaginal  walls ; finally  pass  finger  up  and  push  upper  bar,  which  will  be  found 
in  front  of  cervix,  into  posterior  fornix.  I?istructions  to  patient  using  pessary : 

(i)  have  instrument  changed  every  three  or  four  months;  (2)  occasionally  douche 
the  vagina;  (3)  whenever  any  discomfort,  at  once  consult  doctor. 

Action  of  Pessary.  It  stretches  the  fornix  and  utero-sacral  ligaments,  and  that  tends  to 
pull  the  cervix  backwards.  Choice  of  pessary — Albert  Smith  most  suitable  if 
vaginal  very  wide ; Hodge , if  it  is  narrow ; Thomas , especially  if  prolapse  of  ovary ; 
Hodge , with  bars  if  cystocele  present. 

Operative  Treatment  (see  Operations). 

Prolapse  of  Uterus.  Three  degrees.  (1)  Uterus  retroverted  and  only  slightly 

lower.  (2)  Cervix  appears  at  vaginal  orifice.  (3)  Uterus  completely  outside 
vulva  (complete  procidentia). 


Causes.  Usually  in  multiparae.  (1)  Overstretching  of  ligaments  generally  after  con- 
finement. (2)  Imperfectly  healed  lacerations  of  pelvic  floor.  (3)  Increased  weight 
of  uterus  consequently  follows  subinvolution  of  uterus  and  chronic  metritis. 
(4)  Increased  intra-abdominal  pressure  from  tumours,  chronic  constipation,  etc. 
Sometimes  in  multiparae  from  fall  or  strain’.  Sometimes  congenital  in  infants 
usually  then  other  malformations.  It  is  really  a hernia  of  uterus ; if  patient  strains 
the  anterior  vaginal  wall  and  attached  bladder  (cystocele),  then  cervix  appears. 
Occasionally  also  the  posterior  wall  and  attached  rectum  (rectocele)  are  drawn 
down.  In  cases  of  complete  prolapse  there  are  not  infrequently  little  ulcerated 
patches  on  prolapsed  cervix  and  vaginal  wall  from  chafing  of  clothes. 

Symptoms.  Dragging  or  bearing  down  pain ; feeling  of  something  coming  down  ; usually 
also  associated  with  some  uterine  and  vaginal  catarrh ; difficulty  in  micturition, 
constipation ; inconvenience  in  walking  complained  of. 

Diagnosis.  Not  difficult  if  careful  examination  made.  Whole  swelling  entirely  disappears, 
or  easily  reduced,  if  patient  lies  down.  Four  conditions  may  simulate  it : (1)  Inver- 
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sion  of  uterus;  (2)  large  uterine  pedunculated  submucous  myoma;  (3)  hypertrophy 
of  cervix ; (4)  myoma  of  posterior  vaginal  wall. 

Treatment. 

Prophylactic.  Care  of  the  parturient,  repair  of  all  lacerations  of  pelvic  floor,  prevention 
of  subinvolution  and  infection  of  uterus. 


Hodge,  with  Cross  Bars.  Watch  Spring  Pessary. 


Zwanke’s  Pessary. 


Pessaries.  In  slight  cases  Hodge,  with  cross  bars  for  cystocele,  often  sufficient. 
Watchspring  pessary  usually  acts  best.  Cradle  or  boat-shaped  pessary  of 
vulcanite  is  better,  but  often  cannot  be  tolerated,  and  does  not  remain  in 
position. 


Great  variety  of  pessaries  have  been  tried ; solid  wooden  balls,  balls  filled  with 
air,  butterfly  or  Zwanke’s  pessary,  and  cup  and  stem  pessary.  The  pessary  is 
inserted  as  already  described  for  retroflexion. 

Operatio?is.  Colporrhaphy  (anterior  and  posterior)  and  perineorrhaphy;  abdominal  or 
ventrofixation  (see  operations)  are  the  best.  Other  operative  procedures  employed  : 
(a)  Alexander  Adam’s  operation  or  shortening  of  round  ligaments,  generally  unsuit- 
able, because  uterus  is  too  heavy;  ( b ) vaginal  hysterectomy  often  disappointing, 
because  does  not  prevent  vaginal  walls  coming  down.  Good  operation  in  women 
past  menopause  is  Watkin’s  operation  (see  Operations). 
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Lateral  Flexion.  May  be  caused  by  tumour  pushing  uterus  over  to  one  side  or  adhesions 
contracting  and  dragging  uterus  to  side.  Occasionally  an  individual  peculiarity. 

Differential  Diagnosis.  Condition  may  simulate  a tumour  to  side  of  uterus ; myoma 
ovarian  tumour;  extra-uterine  pregnancy.  Careful  bimanual  examination  and,  if 
need  be,  anaesthesia  to  make  clear  the  nature  of  the  condition.  (Lateral  flexion 
not  uncommon  in  pregnancy.) 

Inversion  of  Uterus.  Etiology.  Almost  invariably  occurs  shortly  after  birth  of  child. 
Recognised  then  it  is  sometimes  termed  “acute  inversion”  to  distinguish  it  from 
the  inversion  which  remaining  unrecognised  for  some  time  is  termed  “chronic.” 
Occasionally  inversion  is  caused  by  a submucous  myoma  dragging  down  the  fundus 
as  the  former  is  expelled. 


Complete  Inversion  of  Uterus. 

Varieties.  Various  degrees  of  inversion  occur ; as  is  seen  from  the  illustrations 
there  may  be  ovaries  and  tube,  and  occasionally  loop  of  bowel  in  the  cup-shaped 
depression. 

Clinical  Features.  Acute  inversion  is  readily  appreciated  as  a rule — sudden  collapse, 
pain  and  haemorrhage,  while  presenting  from  the  vulva  or  projecting  into  the  vagina 
according  to  the  degree  of  collapse  is  a globular  body,  from  whose  surface  free 
bleeding  occurs.  On  bimanual  examination  there  is  no  uterine  body  to  be  felt 
above  the  symphysis  pubis.  A submucous  polypus  is  the  only  condition  which 
simulates  it,  in  which  condition  the  uterine  body  is  recognised  above  and  the  fingers 
passed  into  the  vagina  round  the  tumour  reach  the  os,  and  may  even  be  passed 
through  the  os. 

Chronic  Inversion.  Usually  history  of  menorrhagia  and  metorrhagia,  with  feeling  of 
bearing  down  and  pelvic  pain.  Very  occasionally  almost  no  symptom.  Condition 
resembles  fibroid  polypus  and  a prolapsed  uterus.  Inversion.  Absence  of  body 
above  on  bimanual  vaginal-rectal  examination ; sound  cannot  be  passed  into  uterus. 
Fibroid  tumour.  Body  above ; finger  passed  beyond  tumour  feels  cervix ; sound 
passed  round  tumour  may  be  pushed  into  body  of  uterus.  Prolapse.  Cervix  felt 
low  down  in  vagina ; sound  can  be  passed  into  uterus. 

Treatment.  Acute.  Reduction  usually  easy.  Anaesthetise  patient,  and  by  steady 
pressure  push  up  body  through  cervix.  Fingers  of  external  hand  may  be  pushed 
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into  depression,  and  this  with  pressure  from  below  may  facilitate  reduction. 
Metreurynter  (Champetier  de  Ribes)  recommended.  Aveling’s  repositor  also  useful 
sometimes.  If  these  fail,  repeated  douchings  and  try  manipulations  again. 

Chronic.  Usually  above  means  fail,  but  they  should  be  tried  first  before  surgical  inter- 
ference (see  Operations). 

INFLAMMATORY  AFFECTIONS  OF  UTERUS. 

May  have  inflammation  of  either  muscular  or  mucous  coat  or  of  both.  (Inflammation 
of  the  peritoneum  will  be  considered  in  connection  with  pelvic  peritonitis.)  When 
metritis  is  present  there  is  generally  also  endometritis,  but  not  infrequently  one  has 
endometritis  without  metritis.  Again,  the  uterus  consists  of  cervix  and  body,  and 
while  each  may  be  affected  separately,  very  generally  both  are  diseased.  The 
great  cause  of  inflammatory  affection  of  uterus  is  the  invasion  by  organisms,  but 
admittedly  there  are  a number  of  cases,  especially  of  endometritis,  when  there 


Interstitial  Endometritis. 


has  been  no  opportunity  for  organisms  gaining  an  entrance  (young  unmarried  girls 
where  there  has  never  been  any  intercourse).  Disturbance  of  menstruation,  catching 
cold  during  menstruation,  are  often  mentioned  as  causes,  but  it  is  difficult  to  say  how 
much  they  have  to  do  with  it.  Displacement  of  the  uterus,  especially  backward 
displacement,  are  commonly  associated  with  endometritis. 

Organisms  most  commonly  gain  entrance  at  time  of  parturition,  both  full  time 
and  premature  (abortion).  There  are  also  a number  of  cases  where  the  infection  is 
of  a gonorrhoeal  nature.  The  infection  may  be  acute  or  chronic. 

Acute  Endometritis.  Almost  invariably  infective,  occasionally  complication  of  exanthe- 
mata. Patient  complains  of  sacral  and  hypogastric  pain,  irritability  of  bladder  and 
leucorrhoea,  serous  and  then  purulent.  Menstruation  is  often  suppressed.  Uterus 
is  tender  to  touch,  and  cervix  is  red  and  oedematous. 

Treatment  is  absolute  rest  in  bed,  hot  vaginal  douches  and  sedatives,  saline  purges. 
Intra-uterine  douche  not  indicated  unless  in  puerperal  cases. 

Chro?iic  Endometritis.  Often  follows  infection,  puerperal  or  gonorrhoeal,  not  infrequently 
tubercular,  sometimes  result  of  exanthemata.  Said  to  follow  catching  cold  during 
menstruation.  Very  commonly  associated  with  retroflexion  and  myoma  of  uterus. 
Glands  or  interglandular  tissue  may  be  chiefly  affected,  consequently  have  a 
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glandular  endometritis  and  an  interstitial  endometritis.  In  the  former,  glands  very 
much  enlarged  and  swollen ; in  the  latter,  glands  much  smaller  and  constricted  by 
the  interglandular  tissue  which  has  increased,  and  is  more  abundant  than  glands. 
When  the  mucous  membrane  becomes  unusually  thickened,  the  endometritis  is 
often  referred  to  as  endometritis  fungosa  or  polyposa.  In  old  women  a special 
form  of  endometritis  occurs,  termed  endometritis  senilis.  (This  will  be  referred 
to  specially  later  on.) 

Symptoms.  As  there  are  so  often  co-existing  complications,  difficult  to  say  how  much 
due  to  endometritis.  General  pelvic  pain,  especially  at  periods ; sometimes  men- 
struation is  excessive.  Sometimes  dysmenorrhoea.  Bimanual  examination  often 
shows  the  uterus  enlarged  (metritis)  and  displaced  backwards,  sometimes  tender. 
Sometimes  in  multiparae  cervix  much  hypertrophied.  By  speculum  one  can  see 
catarrhal  patches  round  os,  and  coming  from  cervix  purulent  discharge.  Point 
of  uterine  sound,  which-  must  be  passed  with  every  precaution  against  infection, 
causes  pain  when  point  touches  fundus.  Very  commonly  reflex  phenomena; 
headache,  neurasthenia,  etc.  Women  often  sterile,  or,  if  pregnancy  occurs,  abortion 
very  liable  to  happen. 

Treatment.  The  best  treatment  of  endometritis  is  the  curette  (operation  described,  p.  24). 
After  curettage,  uterus  should  be  thoroughly  washed  out  with  an  antiseptic  solution 
and  swabbed  over  with  pure  carbolic;  not  necessary  to  pack  uterus  with  gauze. 
Vaginal  douche  should  be  given  daily,  and  patient  kept  in  bed  for  ten  days.  In 
addition,  it  is  well  to  correct  any  displacement  and  introduce  a support.  Other 
treatment : applying  caustics,  such  as  pure  carbolic,  carbolic  and  camphor,  nitrate  of 
silver,  etc.,  by  means  of  Playfairs  probe  to  uterus.  Better  method  of  applying 
internal  medication  is  by  means  of  a Bandl’s  probe.  Rest,  douches,  vaginal  tampons, 
saline  purgatives,  and  general  tonic  treatment  often  help  milder  cases. 

Senile  Endometritis.  Condition  found  in  old  women  after  menopause.  Usually  no 
symptom  beyond  discharge,  often  very  foul  smelling ; not  infrequently  the  discharge 
is  tinged  with  blood.  Differential  diagnosis  is  naturally  from  malignant  disease.  In 
the  latter,  quantity  of  blood  is  much  greater.  To  make  certain,  uterus  should  be 
curetted  and  swabbed  with  pure  carbolic  or  formalin.  In  senile  endometritis  there 
is  no  mucous  membrane  to  come  away ; it  is  atrophied. 

Exfoliative  Endometritis.  (See  Membranous  Dysmenorrhoea,  p.  29.) 

Metritis  (including  subinvolution  and  superinvolution).  Metritis  and  endometritis 
usually  co-exist.  Usually  chronic,  except  in  puerperal  infection. 

Symptoms.  AOn  bimanual  examination  uterus  is  found  enlarged,  tender,  straightened. 

Subinvolution  is  the  early  stage  of  this  condition  in  many  cases.  The  term  implies  that 
the  uterus  after  delivery  does  not  involute  properly  (involution  being  the  term 
applied  to  the  process  by  which  the  uterus  returns  to  the  condition  it  was  in  before 
pregnancy).  In  addition  to  infection,  getting  up  too  soon  and  displacements, 
retention  of  portions  of  membrane  or  placenta,  all  favour  the  occurrence  of  this 
condition. 

Curettage,  douches,  ergot,  uterine  massage,  is  the  treatment  of  this  condition. 
In  addition,  if  the  cervix  is  badly  lacerated  it  should  be  repaired,  or  if  much  hyper- 
trophied it  should  be  amputated. 

Superinvolution  is  that  condition  in  which  the  uterus  involutes  too  far  and  actually 
atrophies,  very  often  the  tubes  and  ovaries  share  in  this  process.  It  may  follow 
a severe  labour,  especially  if  it  has  been  associated  with  profuse  bleeding,  prolonged 
lactation,  and  above  all  a septic  infection.  Amenorrhoea  is  a marked  symptom. 
The  uterus  sometimes  becomes  so  small  as  to  measure  only  ij  in.  The  condition 
is  distinguished  from  congenital  malformation  by  the  pregnancy,  and  from  senile 
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atrophy  by  the  age  of  the  patient  and  history  of  the  case.  The  treatment  is  the 
administration  of  tonics,  especially  iron  and  electricity,  but  as  a rule  these  have 
no  effect  on  the  condition. 

Chro?iic  Inflammation  of  Cervix  and  Hypertrophy  of  Cervix.  This  condition  usually 
exists  along  with  chronic  metritis  and  endometritis  of  the  body.  Very  frequently 
there  is  a raw,  granular-looking  surface  on  the  vaginal  aspect  of  the  cervix.  In  cases 
of  laceration  of  cervix  this  may  be  an  “ectropion.”  In  others  where  there  is  no 
laceration  the  condition  is  referred  to  as  “erosion.”  Projecting  retention  cysts 
having  the  appearance  of  seeds  of  barley  are  often  seen  on  vaginal  surface  of  cervix. 
These  are  termed  ovuli  Nabothii  and  are  small  retention  cysts  from  glands  of  cervix. 
The  treatment  is  the  same  as  for  endometritis.  In  chronic  cases  the  cervix  often 
becomes  much  hypertrophied  and  elongated.  There  is  also,  however,  a congenital 
variety.  The  condition  is  to  be  distinguished-  from  prolapse  and  inversion  of  the 
uterus  by  the  fact  that  the  body  is  in  its  normal  position. 


Symptoms.  Often  attended  with  no  symptoms.  Other  cases,  symptoms  of  chronic 
metritis  and  endometritis,  such  as  menorrhagic  and  leucorrhoea  and  reflex  disturb- 
ances, sickness,  headaches,  etc.  Sometimes  cervix  is  very  tender  to  touch. 

Treatment.  If  marked  hypertrophy  the  cervix  should  be  amputated. 

Laceration  of  Cervix.  This  condition  occurs  during  parturition.  It  is  most  commonly 
single  and  situated  on  left  side,  because  occiput  most  generally  directed  to  that  side, 
and  because  gravid  uterus  usually  dextroverted.  Slight  laceration  of  cervix  always 
occurs  in  primiparae.  Even  a very  extensive  laceration  may  occur  after  a birth  left 
entirely  to  nature,  but  most  commonly  it  is  caused  by  forcible  extraction  of  the  child 
when  the  cervix  is  still  undilated  and  by  the  administration  of  ergot  during  labour. 
In  some  cases,  especially  if  the  child  has  been  forcibly  extracted,  when  the  os  was 
not  fully  dilated,  the  laceration  is  bilateral  or  stellate. 

Treatment.  Repair  the  laceration  or  amputate  the  vaginal  portion  of  the  cervix. 

Polypus  of  Cervix.  May  be  mucous  in  fibro-myoma.  They  are  invariably  associated 
with  urineous  menstruation.  Treatme?it.  Removal  by  scissors  or  ecraseur. 


TUMOURS  OF  UTERUS. 


These  may  he  Simple — Myoma,  Fibromyoma,  Adenomyoma ; or  Malignant — Carcinoma, 
Sarcoma,  Chorion-epithelioma. 


MYOMA.  FIBROMYOMA. 

These  tumours  are  derived  from  the  normal  muscle  and  fibrous  tissue.  Sometimes 
the  muscle  is  more  abundant  than  at  other  times,  but  the  tumours  are  always  made  up  of 
both  tissues,  and  so  generally  referred  ta  as  fibromyoma.  If  derivatives  from  a glandular 
endometrium  are  present  the  tumour  is  spoken  of  as  an  adenomyoma. 

Myomata  consist  of  more  or  less  rounded  lobes,  whose  fibres  are  arranged  in  a 
concentric  or  whorled  manner.  They  are  pale  yellow  in  colour,  and  as  a rule  are 
encapsuled.  They  readily  undergo  degeneration.  Immediately  inside  the  capsule  is  a 
loose  fibrous  tissue  containing  the  vessels  of  the  tumour.  The  tumours  can  generally  be 
easily  shelled  out  of  the  capsule,  which  bleeds  freely  after  the  tumour  is  enucleated. 
Sometimes  growth  more  diffuse,  especially  if  muscular  tissue  predominates.  Under  the 
microscope  a fibromyoma  presents  the  appearance  of  bundles  of  muscular  fibres  quite 
irregularly  disposed.  Amongst  them  are  fibrous  tissue  with  lymphatics  and  blood-vessels. 
Origin  of  these  tumours  is  unknown.  They  occur  in  both  married  and  single,  and  at  all 
ages  and  in  all  walks  of  life.  Frequently  associated  with  sterility. 

Pathological  Anatomy.  All  fibromyoma  begin  in  the  muscle  wall,  and  are  consequently 
“ interstitial  ” or  “intramural.”  Many,  however,  project  outwards  and  become 
“ sub-peritoneal,”  or  inwards  and  become  “ sub-mucous.”  They  may  be  single,  but 
are  very  commonly  “multiple.”  In  about  90  per  cent,  they  are  confined  to  the 
body,  and  in  only  10  per  cent,  to  the  cervix  (the  latter  are  very  frequently  single). 
This  is  exactly  the  opposite  to  what  obtains  in  carcinoma  of  the  uterus,  in  which 
about  90  per  cent,  originate  in  the  cervix.  All  these  tumours  may  remain  small  or 
may  attain  great  size  (30  lbs.).  They  cause  great  distension  of  uterus,  more  par- 
ticularly the  intramural  and  sub-mucous  varieties. 

Sub-peritoneal.  Sessile  or  pedunculated ; if  pedunculated,  pedicle  may  become 
twisted.  (See  torsion  of  pedicle  in  ovarian  cysts.)  This  condition  leads  to  necrosis  of 
tumour,  and  may  even  lead  to  its  separation  (“wandering”  in  “parasitic”  fibroids).  In 
other  cases  the  tumour  may  extend  between  layers  of  broad  ligament ; this  in  cervical 
tumour  leads  to  deep  burrowing  into  cellular  tissue  of  the  pelvis  and  about  rectum, 
etc.  Often  associated  with  comparatively  little  disturbance  until  functions  of  sur- 
rounding parts  are  interfered  with  (bladder,  rectum,  veins,  etc.).  Uterine  haemorrhage 
may  be  entirely  absent.  Sub-mucous.  May  remain  inside  uterine  cavity  or  become 
pedunculated,  when  may  form  polypoid  mass  which  projects  into  vagina.  Such 
growths  in  their  expulsion  may  cause  “ inversion  ” of  uterus,  and  always  cause  great 
distortion  of  uterine  cavity.  Mucous  membrane  becomes  thickened  and  more 
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vascular,  but  if  surface  exposed  may  necrose  or  be  changed  to  stratified  epithelium. 
Interstitial.  When  of  any  size  usually  become  sub-serous  or  sub-mucous ; changes 
in  uterine  cavity  and  mucous  membrane  as  already  stated. 


Degenerations.  All  growths  peculiarly  prone  to  degeneration.  Many  varieties.  Oedema. 
Numerous  spaces  containing  clear  yellow  fluid,  which  drains  away  if  tumour  incised. 
Hyaline.  Degeneration  is  a further  stage  of  process.  Mucoid  or  Myxomatous. 


Compartments  of  tumour  contain  jelly-like  substance.  Haemorrhages.  Small 
haemorrhages  are  very  frequent.  May  have  collection  of  chocolate-coloured  fluid 
or  diffuse  haemorrhages,  “ red  degeneration  ” or  “ red  hepatization.”  Surface  of 
tumour  looks  like  raw  beef  steak.  Marked  thrombosis  of  smaller  vessels  (necrobiosis) 
— specially  liable  to  occur  in  tumours  during  pregnancy — is  usually  associated  with 
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pain.  Necrosis  frequent  as  result  of  haemorrhages  and  interference  with  circulation  in 
tumour.  Infection . Specially  in  puerperium — all  symptoms  of  such — pain,  rise  of 
temperature,  purulent  discharge,  etc.  Malignant  Degeneration . Sarcomatous  and 
adeno-carcinomatous  changes  are  not  infrequent.  The  former  may  actually  begin  in 
the  tumour ; the  latter  usually  originates  from  the  endometrium.  Changes  in  Adnexa. 
Both  tubes  and  ovaries  frequently  diseased.  Salpingitis  (hydro-  pyo-  and  haemato- 
salpinx)  not  uncommon.  Ovaries  frequently  cystic. 

Symptoms.  Most  important  symptoms  are  (i)  Uterine  haemorrhage.  This  is  specially 
common  in  sub-mucous  variety,  but  also  frequently  in  interstitial ; less  common  in 
sub-serous.  May  be  only  menorrhagia,  sometimes  also  metrorrhagia,  especially  in 
sub-mucous  pedunculated  varieties.  (2)  Dysmenorrhoea.  Not  infrequent,  especially 
if  the  growths  are  small.  Specially  severe  in  sub-mucous  variety  where  the  uterus  is 
attempting  to  expel  tumour.  (3)  Leucorrhoea.  Sometimes  where  endometritis  pro- 
nounced or  tumour  infected.  (4)  Pressure  symptoms.  Usually  only  if  tumour  of 
some  size.  May  have  dysuria  from  pressure  on  bladder  or  urethra ; Constipation, 
rarely  diarrhoea  from  pressure  on  bowel ; Hydro-nephrosis  from  pressure  on  ureters. 
Varicose  veins  and  haemorrhoids;  Pain  in  sacrum  and  down  thighs.  (5)  General 
disturbances.  Anaemia  from  loss  of  blood  ; Cardiac  disturbances  from  alteration  of 
myo-cardium ; Dyspepsia ; Febrile  and  mental  disturbances  in  cases  where  tumour 
becomes  infected. 

Physical  Examination.  Uterus  enlarged,  often  irregularly  from  multiple  tumours,  but  may 
be  uniform  if  single  tumour.  Feels  hard  and  painless  to  touch.  Uterine  souffle 
often  heard  on  lateral  walls  of  tumour. 

On  bimanual  examination  the  tumour  is  found  closely  connected  with  uterus: 
generally  movable  and  moves  with  uterus,  feels  hard  and  heavy.  Cervix  usually 
closed,  but  in  sub-mucous  variety,  os  sometimes  dilated,  and  finger  can  feel  tumour 
through  it.  Tumours  may  project  in  all  directions  according  to  situation  of  growth ; 
for  example,  downwards  into  pouch  of  Douglas,  forwards  between  uterus  and  bladder, 
laterally  between  layers  of  broad  ligament,  upwards  towards  abdomen,  downwards 
into  vagina.  If  sound  passed  into  uterus,  cavity  generally  found  enlarged,  and  often 
bleeds  readily  after  removal  of  sound.  Often  difficult  to  introduce  sound  owing  to 
distortion  of  uterine  canal. 

Differential  Diagnosis.  Easy  in  most  cases,  especially  if  tumours  are  of  sub-serous 
variety  and  multiple  and  large  size.  Occasionally  may  simulate  almost  every  other 
growth  in  lower  abdomen.  The  most  important  features  which  guide  one  to  correct 
diagnosis  are  the  history  and  relationships  of  tumours  to  uterus. 

Large  Tumours  which  extend  upwards  into  the  Abdome?i . Such  tumours  have  to  be 
distinguished  from  (a)  pregnancy,  (b)  ovarian  tumours,  (c)  advanced  extra-uterine 
pregnancy  (very  occasionally),  (a)  As  regards  pregnancy,  there  is  absence  of  signs  of 
pregnancy  and  of  the  alternate  contractions  and  relaxations  of  uterus.  There  will 
also  be  no  foetal  heart  sounds,  (b)  As  regards  an  ovarian  tumour,  it  is  very  generally 
cystic.  In  most  cases  of  ovarian  tumour  one  can  differentiate  the  uterus  from 
the  tumour.  ( c ) As  regards  advanced  extra-uterine  pregnancy,  there  is  the  history  of 
the  ordinary  symptoms  of  ectopic  pregnancy. 

Smaller  Tumours  in  Pelvis.  Here  again  fibromyoma  to  be  differentiated  from  ( a ) preg- 
nancy, (b)  displacements  of  the  uterus,  (c)  ovarian  tumours,  (d)  salpingitis,  (e)  extra- 
uterine  pregnancy,  (/)  tumours  of  rectum,  (g)  inversion  of  the  uterus  in  cases  of 
pedunculated  sub-mucous  growths,  ( h ) malignant  disease  of  the  body  of  the  uterus. 
(a)  A single  fibroid  of  the  uterus,  especially  if  situated  on  anterior  wall  (see  p.  31), 
may  very  closely  simulate  early  pregnancy,  for  in  latter  condition  the  uterus  is  often 
markedly  anteflexed,  as  you  are  aware.  Presence  of  early  symptoms  of  pregnancy 
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most  important  guide,  for  in  fibromyomata  there  is  almost  never  amenorrhoea. 
Theoretically,  pregnant  uterus  softer  and  more  elastic,  and  that  is  generally  the  case. 
But  sometimes  fibroid  is  soft,  and  occasionally  pregnant  uterus  contracts  and  feels 
hard.  Sometimes  necessary  to  delay  making  diagnosis  and  wait  and  see  if  abdominal 
growth  increases  steadily  like  gravid  uterus.  (b)  Displacements  of  the  Uterus. 
Forward,  backward,  and  lateral  displacements  of  the  uterus  may  closely  simulate  or 
be  simulated  by  tumours  on  anterior,  posterior,  or  lateral  wall  of  uterus.  Careful 
bimanual  examination  and,  if  necessary,  use  of  the  sound  will  clear  up  diagnosis. 
Sometimes  there  is  a coexisting  uterine  fibroid  and  backward  displacement  of  uterus. 
if)  Ovarian  Tumours.  Ordinary  ovarian  tumours  are  quite  distinct  from 
uterus,  and  can  be  palpated  apart  from  uterus,  but  if  tumour  is  adherent  to 
uterus  or  is  burrowing  under  broad  ligament,  may  closely  simulate  fibromyoma, 


especially  if  the  latter  is  single.  Ovarian  tumours  generally  feel  softer  and  lighter, 
but  these  features  cannot  be  relied  upon,  and  the  final  decision  must  be  come  to  by 
considering  the  history  and  by  careful  bimanual  examination,  (d)  Salpingitis.  Very 
rarely  indeed  does  salpingitis  simulate  a fibromyoma;  the  history  is  entirely  different 
(see  Pyosalpinx),  and  the  bimanual  examination  reveals  a growth  which,  although 
closely  applied  to  the  uterus,  has  evidently  not  originated  from  it.  (e)  Extra-uterine 
Pregnancy.  Fibromyoma  should  almost  never  be  confused  with  extra-uterine  preg- 
nancy. The  history  and  physical  examination  are  entirely  different.  Where,  however, 
there  is  a pelvic  haematocele  the  latter  may  appear  so  closely  applied  to  the  uterus  as 
to  give  one  the  idea  of  arising  from  it.  The  haematocele,  however,  is  a diffuse 
swelling,  is  irregularly  soft  and  hard,  and  is  always  preceded  by  a history  of  an 
acute  abdominal  disturbance  (rupture  or  tubal  abortion).  (/)  Tumour  of  Rectum. 
Here  again  mistakes  should  not  be  made.  It  should  be  possible  to  make  out  the 
uterus  as  quite  distinct  from  the  tumour,  and  a rectal  examination  and  the  history  of 
the  case  should  make  the  diagnosis  certain  that  the  growth  is  rectal.  ( g ) Inversion 
of  the  Uterus  (in  cases  of  pedunculated  sub-mucous  growths).  Pedunculated  sub- 
mucous fibroid  projecting  into  vagina  may  closely  simulate  inversion  of  the  uterus. 
The  all-important  point  in  the  differential  diagnosis,  however,  is  the  presence  or 
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absence  of  the  fundus  when  making  a bimanual  examination.  If  the  uterus  is 
inverted  there  will  be  absence  of  the  fundus  above,  while  if  the  tumour  is 
projecting  into  the  vagina  one  is  able  to  palpate  fundus  above  (it  occasionally 
happens  that  a sub-mucous  fibroid  causes  an  inversion  of  the  uterus).  The  uterine 
sound  may  aid  one  in  the  diagnosis,  for  with  inversion  it  is  arrested,  whilst  with  a 
pedunculated  fibroid  it  can  be  inserted  past  the  tumour  into  the  uterine  cavity. 
(h)  Malignant  Disease  of  the  Body  of  the  Uterus.  This  is  a most  important 
differential  diagnosis ; especially  is  this  the  case  in  women  about  the  menopause, 
because  often  they  coexist.  In  all  cases  of  doubt  the  uterus  shold  be  curetted  and 
the  scrapings  microscopically  examined. 

Treatment.  A large  number  of  fibromyomata  cause  no  trouble,  and  so  do  not  require 
any  special  treatment.  The  condition,  however,  should  always  be  noted  and  the 
patient  kept  under  observation.  Many  of  these  growths  shrink  at  the  menopause, 
but  it  is  now  known  that  a considerable  number  become  active,  grow  and  degenerate 
about  that  time,  so  that  all  women  with  fibromyomata  should  be  very  carefully 
watched  at  the  menopause. 

When  treatment  is  necessary  owing  to  excessive  haemorrhage,  pressure  symptoms, 
pain,  etc.,  the  best  treatment  is  operative,  but  occasionally  sufficient  relief  may  be 
obtained  by  palliative  measures.  The  medicines  most  commonly  employed  are 
ergot  and  hydrastis  Canadensis.  Ergot  may  be  given  in  the  form  of  liquid  extract, 
30-60  minims  morning  and  evening,  or  in  the  form  of  ergotin  pills  (2J  gr.)  morning 
or  evening.  The  hypodermic  administration  of  ergotin  for  any  length  of  time  is 
usually  badly  borne  by  the  patient.  Hydrastis  Canadensis  (20  gr.)  thrice  daily,  is 
also  beneficial  in  arresting  haemorrhage.  Styptol,  supra-renal  extract  and  thyroid 
extract,  etc.,  have  not  proved  of  much  benefit.  Sometimes,  if  tumour  is  small,  a 
pessary  relieves  discomfort,  and  hot  douches  or  tampons  of  glycerine  and  ichthyol, 
10  per  cent.,  often  give  relief.  Electrical  treatment  (continuous  current  of  from  60 
to  150  milliamperes)  given  twice  a week  is  not  now  much  favoured  except  by  electrical 
enthusiasts. 

Naturally,  in  all  cases  where  the  tumour  is  pedunculated  and  projects  into  the 
vagina  the  only  treatment  to  be  considered  is  removal  of  the  tumour  with  ecraseur  or 
scissors.  Curettage  of  the  uterus  often  gives  temporary  relief  by  removing  the  thickened 
endometrium,  but  if  the  uterus  is  distorted  by  the  growth  it  is  often  difficult  to 
curette  it.  The  improvement  from  curettage  is  often  only  temporary.  Surgical 
Treatment.  Oophorectomy — known  as  Battey’s  operation — was  in  favour  because 
less  dangerous  than  hysterectomy.  Now  hysterectomy  is  so  safe  that  this  operation 
has  been  entirely  abandoned.  Radical  operative  treatment  may  consist  in  removing 
the  uterus  (hysterectomy)  or  removing  the  tumour  (myomectomy).  (For  details  see 
Operations.) 


MALIGNANT  TUMOURS  OF  UTERUS. 


CANCER  OF  THE  CERVIX. 


Commonest  form  of  uterine  cancer  is  either  (i)  Squamous-celled , arising  from  the 
squamous  epithelium  covering  the  vaginal  surface  of  cervix.  (2)  Columnar-celled  (adeno- 
carcinoma), arising  from  the  cervical  glands  and  columnar  epithelium  of  cervical  canal. 
Both  are  much  commoner  than  cancer  of  body,  and  may  occur  in  women  at  any  age,  but 
more  frequently  in  married  than  in  single  women. 

The  squamous-celled  variety  (epithelioma)  begins  as  a small  nodule  in  deeper 
layers.  This  breaks  down,  and  a deep  ulcer  forms.  In  other  cases  the  growth  assumes 
a papillary  form,  and  a cauliflower-like  mass  projects  into  vagina.  Microscopically 


masses  of  epithelial  cells  are  seen  (cell  nests  very  rare  indeed).  Later  the  cells  appear 
more  columnar  and  there  is  a tendency  to  gland  formation. 

In  the  adeno  carcinoma,  the  variety  which  commences  inside  the  cervix,  there 
is  the  typical  malignant  glandular  formation  from  the  first. 

As  the  disease  progresses  it  spreads  along  broad  ligaments  and  the  utero-sacral 
folds  (said  by  some  to  be  first  involved)  and  infects  the  pelvic  cellular  tissue.  The  pelvic 
and  lumbar  lymphatic  glands  in  a large  proportion  of  cases  show  enlargement,  due  to 
extension  of  cancer  and  to  sepsis  (remove  and  examine  under  microscope).  The  vaginal 
walls,  and  later  the  bladder  and  rectum,  are  involved,  When  the  disease  has  advanced 
the  ureters  may  be  compressed  in  their  passage  through  base  of  broad  ligaments,  and 
hydro-  and  pyonephrosis  with  coma  may  result.  Lastly,  metastatic  growths  occur  in 
liver,  etc. 

Symptoms.  In  early  stages  symptoms  slight,  but  (1)  vaginal  bleeding  soon  appears.  In 
all  cases  of  bleeding  from  the  vaginal  passage  a careful  examination  should  be  made, 
so  that  cancer  will  not  be  allowed  to  escape  early  recognition.  This  bleeding  is 
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caused  by  breaking  down  of  friable  malignant  tissue.  Specially  liable  to  occur  on 
touching  cervix  when  making  vaginal  examination,  on  intercourse  and  after  straining 
efforts.  (2)  Watery,  and  later  offensive,  vaginal  discharges.  (3)  Pain  (late  symptom). 
As  the  disease  advances  there  is  a general  loss  of  flesh  and  strength  as  a result  of 
septic  absorption ; painful  micturition,  constant  pelvic  pain,  are  indications  of 
secondary  involvement  of  other  organs. 

Prognosis.  Worse  in  cancer  of  cervix  than  in  cancer  of  body  of  uterus.  Specially 
unfavourable  in  young  subjects  and  when  disease  advances  rapidly.  More 
favourable  in  cauliflower-like  growths  than  in  cases  when  disease  penetrates  into 
substance  of  cervix. 

Diagnosis.  Vaginal  examination ; may  feel  cervix  nodular,  warty  or  friable,  bleeding 
readily  to  touch.  Later  excavated  and  irregularly  ulcerated  craters,  from  which  blood 
and  foul-smelling  discharge  issue,  are  felt  and  seen  through  vaginal  speculum.  At 
first  uterus  is  movable,  later  it  becomes  fixed  if  parametrium  involved  extensively. 
This  is  really  the  test  point  as  to  the  operability  of  a particular  case.  One  often  gets 
the  most  correct  idea  of  the  extent  of  the  disease  by  a bimanual  examination  with  a 
finger  in  the  rectum. 

Differential  Diagnosis.  (1)  Cervical  erosion  (cervical  ectropion);  cervix  soft  and  velvety, 
but  does  not  bleed  so  readily.  (2)  Hypertrophy  of  cervix;  cervix  often  hard  and 
irregular  and  nodular  in  this  condition,  but  bleeding  only  very  slight.  (3)  Ovuli 
Nabothii  (cysts  of  cervical  glands)  appearing  bluish-white,  and  when  pricked  exude 
retained  mucus.  They  are  often  present  in  cases  of  cervical  hypertrophy.  If  in 
doubt  remove  portion  for  microscopic  examination.  (4)  Syphilitic  Ulcer.  History 
and  appearance  and  result  of  anti-syphilitic  treatment.  (5)  Tubercular  Ulcer. 
Microscopic  examination  will  clear  up  the  diagnosis.  (6)  Sloughing  Fibroid.  A 
foetid  discharge.  Difficult  of  diagnosis,  as  cancer  may  and  does  exist  with  fibroid. 
Remove  a piece  and  examine  if  in  doubt.  (7)  Sarcoma.  Much  rarer,  and  usually 
in  younger  women.  Here  again  microscopical  examination  will  clear  matters  up. 

Treatment.  Wertheim’s  operation  is  best.  Vaginal  hysterectomy  by  Suchard’s  para- 
vaginal section  also  good.  Simple  vaginal  hysterectomy  or  simple  amputation 
of  cervix  have  been  largely  superseded  by  first  two.  Palliative.  When  disease  too 
far  advanced,  remove  growth  and  lessen  offensive  discharge  by  curetting  and  burning 
with  Paquelin  cautery  and  packing  with  antiseptic  gauze  and  daily  douches.  Chloride 
of  zinc,  acetone,  formalin,  these  have  all  been  tried,  but  it  is  best  first  to  curette 
and  burn  with  cautery.  Radium  acts  beneficially  in  some  cases. 


CANCER  OF  THE  BODY  OF  UTERUS  (ADENOCARCINOMA). 

Carcinoma  of  the  body  of  the  uterus  arises  in  epithelium  of  mucous  membrane  or  of 
the  uterine  glands.  Is  always  cylindrical-celled  except  when  secondary  to  epithelioma  of 
cervix.  Is  rare  as  compared  with  cancer  of  cervix,  but  in  our  experience  is  commoner 
than  text-books  usually  indicate,  occurring  in  about  6 per  cent,  of  all  cases  of  malignant 
disease  of  uterus.  Occurs  often  in  nulliparous  women  between  ages  of  50-60  years,  and 
is  not  infrequently  associated  with  myomata  of  uterus. 

Clinical  Pathology.  Arises,  as  already  said,  in  the  cylindrical  cells  of  mucous  membrane 
or  in  the  uterine  glands.  Is  either  circumscribed,  polypoid  variety,  or  more  commonly 
as  diffuse  infiltration.  In  the  circumscribed  variety  the  surrounding  mucosa  is  not 
affected,  but  in  the  diffuse  form  the  disease  invades  all  the  mucous  membrane,  and 
later  penetrates  into  muscular  coat.  As  the  growth  spreads  the  uterus  enlarges,  and 
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disease  may  extend  to  serous  surface,  and  uterus  contracts  adhesions  to  bladder,  bowel, 
etc.  The  cellular  tissue  of  broad  ligaments  have  deposits,  and  metastases  appear  in 
distant  organs,  eg.  liver  and  lungs.  Carcinoma  of  body  runs  a much  slower  course 
than  carcinoma  of  cervix. 

Symptoms.  Early.  Watery  or  slightly  haemorrhagic  discharge,  followed  by  foul-smelling 
discharge  from  infection  by  saprophytic  organisms.  Dull  aching  pain  in  back, 
extending  to  sacral  nerves.  Late.  Ulceration  and  haemorrhage,  with  expulsion  of 
clots  and  portions  of  tumour  tissue.  Cachexia  and  general  septic  poisoning. 

Diagnosis.  Difficult  often  without  curette.  Curette  must  be  used  with  great  care,  for 
when  disease  advanced  great  danger  of  perforating  uterus.  Tissue  removed  must  be 
carefully  examined  microscopically  for  bleeding  may  be  due  to  (1)  retained  placenta 
(unlikely  in  women  about  45);  (2)  glandular  endometritis ; (3)  sloughing  fibroid. 


Prognosis.  We  would  emphasize  the  extreme  importance  of  early  diagnosis.  Operation 
in  cancer  of  uterine  body  gives  most  satisfactory  results,  for  the  disease  remains 
local  for  considerable  time,  and  glands  are  involved  much  later  than  in  cervical 
cancer. 

Treatment.  Radical  Operation.  Abdominal  extirpation  of  uterus.  (See  notes  on  Opera- 
tion.) Vaginal  operation  still  practised,  but  not  so  good  as  abdominal. 

If  too  far  advanced  palliative  curettage,  actual  cautery  and  antiseptic  douches 
can  hardly  be  employed  in  cancer  of  uterine  body. 


Occurs  in  child-bearing  period  of  life.  Much  rarer  than  cancer.  Commonest  in 
nulliparous  women,  and  is  found  at  all  ages.  Three  forms  are  recognised:  (1)  Cervical 
Sarcoma  starts  as  collection  of  polypi  growing  from  cervix.  These  resemble  bunches  of 
grapes,  are  soft  and  semi-cystic,  and  grow  rapidly.  (2)  Spindle-celled  Sarcoma  starts  in  a 
circumscribed  area  in  muscular  wall  of  uterus.  (3)  Routid-celled  Sarcoma  of  the  inter- 
glandular  portions  of  the  endometrium  occurs  as  localized  growth  or  a diffuse  growth 
which  affects  part  or  whole  of  endometrium. 

Symptoms.  Slight  at  first.  Bleeding  is  most  important  symptom.  Copious  watery  and 
sanguineous  discharge,  which  may  contain  shreds  of  tumour  tissue  as  necrosis  takes 
place.  Pain  slight  in  early  stages.  Toxic  symptoms  come  on  later. 


Carcinoma  of  Body  of  Uterus. 
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Diag?iosis.  Characteristic  growth  hanging  from  cervix  and  histological  report.  If  of 
body,  scrapings  abundant  and  microscopic  examination  reveals  true  nature  of 
tumour. 

Prognosis.  Bad ’ as  early  recurrence  is  the  rule. 

Treatment.  Same  as  for  carcinoma. 


CHORION-EPITHELIOMA. 

This  is  a malignant  tumour  originating  in  the  foetal  epiblast  which  invades  the 
uterine  wall  rapidly  and  is  very  prone  to  metastases.  It  is  always  associated  with  a 
pregnancy,  especially  with  abortion  or  a vesicular  mole.  In  chorion-epithelioma  the 
epithelial  layers  of  villi  alone  proliferate  and  invade  the  uterine  wall ; there  are  no  traces 
of  the  mesoblastic  core  of  the  villi.  The  growth  appears  as  a sessile  tumour  of  varying 
size,  from  a pea  to  a small  orange.  As  it  grows  it  bulges  into  uterine  cavity  and  burrows 
into  wall  of  uterus.  It  is  friable,  greyish  in  colour  and  is  liable  to  bleed.  Later  the 
whole  cavity  is  filled  by  a placental-like  tissue,  which  bleeds  easily,  and  breaks  down 
readily  under  the  finger  or  curette.  Metastases  common  through  emboli  passing  into 
circulation.  Lungs  and  vagina  commonest  seat  for  metastatic  deposits,  then  liver,  heart 
and  other  viscera. 

The  microscopic  sections  show  a very  characteristic  appearance— large  polyhedral 
cells  (Langhan’s  cells),  with  distinct  cell  walls  and  large  nuclei,  which  stain  badly ; masses 
of  nucleated  protoplasm  (syncytium)  and  haemorrhages. 

Symptoms.  Early.  Recurrent  bleedings,  often  of  considerable  amount,  within  a few 
weeks  of  abortion  or  expulsion  of  hydatidiform  mole.  (Very  rare  after  full-time 
birth.)  In  intervals  between  bleedings  may  have  watery  discharge.  Pain  seldom 
marked  feature.  Rapid  pulse,  with  temperature  elevated,  due  to  necrosis  and 
absorption  of  portions  of  tumour.  Signs  of  secondary  growths  indicated  by  cough  if 
metastases  in  lungs.  On  bimanual  examination  cervix  either  closed  or  patulous.  If 
cervix  is  dilated  and  finger  introduced  an  irregular  mass  is  felt,  or  curette  may 
remove  friable  tissue  like  placenta.  Uterus  is  usually  considerably  enlarged,  and 
bleeds  very  freely  after  curettage. 

Diagnosis.  Above  history  and  symptoms  with  enlarged  uterus  call  for  an  exploration  of 
uterus,  and  the  microscopic  examination  of  tissue  removed  clears  up  the  diagnosis. 

Treatment.  Must  extirpate  uterus  at  once.  Results  on  cases  operated  upon  early  are 
most  satisfactory.  Vaginal  operation  (with  clamps)  often  most  suitable  because 
patient  so  exhausted  by  the  profuse  haemorrhages  which  have  occurred. 


AFFECTIONS  OF  THE  OVARIES. 


INFLAMMATION  OF  THE  OVARY— OOPHORITIS. 

This  may  be  chronic  or  acute,  and  is  generally  secondary  to  an  inflammatory  process 
in  the  pelvis.  It  may,  however,  occasionally  occur  in  connection  with  a parotitis,  or  such 
specific  fevers  as  scarlet  and  measles.  It  is  also  occasionally  seen  in  poisoning  from 
arsenic  and  phosphorus. 

Acute  Oophoritis.  This  occurs  in  a septic  inflammation  after  parturition  or  gonor- 
rhoeal infection ; it  may  of  course  also  follow  an  infection  after  operation.  It  is 
doubtful  how  far  “catching  cold  during  menstruation  ” is  a cause.  The  bacteria 
causing  the  infection  may  gain  access  to  the  lymphatics  from  the  mucous  membrane 
of  the  parturient  canal  and  from  the  bowel  (especially  through  the  appendix).  They 
may  also  reach  the  ovary  by  the  blood  stream,  as  in  tubercular  infection  and  in  the 
metastases  of  pyaemia.  All  varieties  of  infecting  organisms  may  be  present,  but  the 
most  frequently  found  are  streptococci,  staphylococci,  bacillus  coli  communis,  gono- 
cocci and  tubercular  bacilli. 

In  this  condition  the  organ  becomes  swollen  and  soft,  and  the  blood  vessels  are 
engorged.  Both  the  Graafian  follicles  and  the  interstitial  tissue  become  infiltrated 
with  round  cells.  If  the  inflammation  continues,  abscesses  form,  minute  at  first,  but 
they  sometimes  assume  large  proportions.  The  ovaries  may  in  this  way  be  almost 
destroyed.  The  inflamed  ovary  becomes  adherent  to  the  surrounding  structures. 

Symptoms  are  abdominal  pain,  sometimes  localized,  sometimes  too  diffuse  to  permit 
one  saying  that  an  ovary  only  is  affected,  for  as  the  organ  increases  in  size,  and 
contracts  adhesions  to  the  surrounding  parts,  the  condition  is  generally  indistinguish- 
able from  a pyosalpinx,  and  as  a matter  of  fact  is  usually  associated  with  salpingitis. 

Treatment.  As  the  condition  is  usually  secondary  to  uterine  infection,  it  is  seldom  of 
advantage  to  remove  the  ovary  or  ovaries  in  the  acute  stage.  Later,  when  an  abscess 
of  the  ovary  exists,  the  ovarian  tumour  may  be  removed.  If,  however,  it  is  intimately 
adherent  to  the  surrounding  parts,  it  is  better  to  aspirate  the  abscess  from  below  and 
later  remove  the  ovary.  The  palliative  treatment  for  the  condition  is  the  same  as  for 
salpingitis — rest  in  bed,  hot  douches,  glycerine  and  ichthyol  10  per  cent,  tampons, 
free  saline  purgation  and  sedatives,  especially  bromide  of  potash. 

Chronic  Oophoritis.  Chronic  oophoritis  is  very  commonly  a sequela  of  the  acute 
condition,  but  it  may  also  result  from  tubercular  infection,  from  toxaemia,  and  from 
displacements  of  the  ovary  associated  with  displacements  of  the  uterus.  In  this 
condition  there  may  be  great  destruction  of  the  Graafian  follicles,  frequently  the 
interstitial  tissue  becomes  increased  and  firmer  in  consistency  (cirrhosis  of  ovary),  and 
at  other  times  the  follicles  become  enlarged  and  small  cysts  develop.  This  is 
generally  stated  to  be  the  result  of  a thickening  in  the  surface  (tunica  albuginea), 
preventing  the  follicles  from  rupturing.  We  question  this,  however,  and  believe  it  is 


. ■ 


. 

. 


AFFECTIONS  OF  THE  OVARIES 


5i 


due  to  chronic  inflammation  of  the  follicles  themselves.  In  this  condition  the  patient 
complains  of  dull  pain  in  the  pelvis,  aggravated  before  and  during  menstruation. 
When  the  patient  becomes  tired  or  catches  a chill,  pain  is  often  increased ; generally 
there  is  an  excessive  menstrual  discharge  (menorrhagia) — there  is  often  sterility, 
dyspareunia,  and  pain  on  defaecation. 

The  ovary  may  often  be  found  enlarged  and  prolapsed  in  Douglas’  pouch, 
especially  in  the  cystic  form;  it  is  tender  to  pressure,  which  causes  a sickening  pain. 

Chronic  oophoritis  is  very  often  associated  with  salpingitis,  when  the  condition 
is  referred  to  as  “ Salpingo-Oophoritis.” 

Treatment.  The  treatment  consists  in  employing  the  ordinary  palliative  measures  already 
referred  to  in  the  acute  condition.  Surgical  treatment  is  either  removal  or  resection 
of  the  ovary. 

The  removal  of  the  ovary  is  most  undesirable,  except  in  cases  of  salpingo- 
oophoritis,  where  the  tubes  and  ovaries  are  extensively  diseased.  Resection  of  the 
ovary  gives  good  results  when  the  ovaries  only  are  affected.  (. N.B . — One  often  can 
cure  an  oophoritis  associated  with  prolapse  of  ovary  and  retro-displacement  of  uterus 
by  curettage  of  the  uterus  and  maintaining  the  uterus  in  a normal  position  by  means 
of  a pessary.) 


DISPLACEMENTS  OF  THE  OVARY. 

The  commonest  displacement  of  the  ovary  is  into  Douglas’  pouch  (prolapse  of 
ovary).  This  is  frequently  observed  in  cases  of  oophoritis  and  backward  displacement  of 
the  uterus.  The  condition  is  associated  with  pain  in  the  pelvis  and  sacrum,  painful 
defaecation  and  dyspareunia.  The  treatment  is  to  correct  the  uterine  displacement  and 
treat  the  oophoritis.  If  operative  treatment  is  necessary,  resection  of  the  ovary  and 
stitching  it  into  a favourable  position  is  more  satisfactory  than  removing  the  organ 
(except  in  cases  of  severe  salpingo-oophoritis). 

Occasionally  a “hernia  of  the  ovary”  occurs  into  the  canal  of  Niick.  When  this 
canal  persists  the  ovary  or  the  Fallopian  tube  may  get  into  it.  It  may  undergo  con- 
siderable disturbance,  and  is  especially  liable  to  become  swollen  and  tender  during  the 
menstrual  periods,  and  is  often  associated  with  dragging  pain  in  the  side.  The  diagnosis 
may  be  very  difficult,  unless  one  can  make  certain  by  bimanual  examination  of  the  presence 
or  absence  of  the  ovary  of  the  corresponding  side.  “ Hydrocele  of  the  round  ligament  ” 
very  closely  resembles  the  condition.  So  also  does  an  ordinary  hernia  of  the  bowel  and 
an  enlarged  lymphatic  gland.  The  history  of  the  swelling  becoming  acutely  tender 
during  menstruation,  and  the  absence  of  the  ovary  of  the  corresponding  side,  as  made 
out  by  bimanual  examination,  are  the  features  which  make  the  diagnosis  certain. 


TUMOURS  OF  THE  OVARIES  MAY  BE  : (1)  CYSTIC ; (2)  SOLID. 

CYSTS  OF  THE  OVARY. 

(1)  (a)  Retention  Cysts.  Are  small  in  size,  and  either  single  or  multiple.  They  are 
smooth-walled  (Graafian  follicles),  and  contain  clear  straw-coloured  fluid.  Due  to 
thickening  of  tunica  albuginea  from  chronic  inflammation. 

(b)  Lutein  Cysts.  Contain  the  typical  yellow  granules,  and  are  of  little  clinical 
interest,  except  that  recent  observers  have  remarked  their  frequent  presence  in 
hydatidiform  mole  and  chorion-epithelioma.  These  arise  from  effusion  of  fluid  into 
corpora  lutea,  and  degeneration  of  lutein  cells;  they  are  usually  multiple  and  bilateral. 
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(2)  Proliferating  Glandular  (or  Pseudo-mucinous  Cyst).  Commonest  ovarian 
growth.  They  arise  from  the  oophoron,  and  are  usually  unilateral  and  multilocular. 
They  vary  from  small  cyst  to  one  filling  whole  abdominal  cavity  and  weighing  twenty, 
thirty  or  more  pounds.  In  shape  they  are  round,  oval  or  irregular.  They  are 
encountered  at  any  age  from  puberty  to  old  age — thirty  to  forty  commonest  age.  Sur- 
face is  smooth,  glistening  and  bluish-grey.  Vessels  ramify  all  over  it.  Wall  thin  in 
large  cysts,  and  pedicle  consists  of  (1)  infundibulo-pelvic  ligament  with  ovarian 
vessels;  (2)  tube ; (3)  ovarian  ligament;  and  (4)  upper  part  of  broad  ligament. 

When  opened,  section  reveals  one  or  two  large  and  numerous  smaller  cysts  with 
smooth  inner  lining.  The  fluid  contents  vary  in  consistency  and  colour.  Sp.  gr. 
varies  from  1010-1030.  Cyst  wall  has  three  layers : outer — cubical  cells,  germinal 
epithelium  (generally  absent);  middle — connective  tissue  layer;  inner — a single  layer 
of  cylindrical  epithelium.  Contents  show  oil  globules,  cholesterine  crystals,  and 
blood  and  epithelial  cells.  In  the  pseudo-mucinous  cysts  pseudo-mucin  is  found,  but 
in  the  serous  variety  the  fluid  is  thinner,  clear,  and  of  lower  specific  gravity,  and 
contains  albumen  but  no  pseudo-mucin. 

(3)  Proliferating  Papillary  Cysts.  Less  common  variety.  They  arise  from  the 

hilum  of  ovary,  and  often  burrow  into  broad  ligament.  They  vary  in  size,  and  are 
never  so  large  as  enormous  proliferating  glandular  type.  Sometimes  unilateral  but 
frequently  bilateral. 

The  cyst  wall  consists  of  same  three  layers.  The  interior  is  lined  by  papillary 
outgrowths,  consisting  of  a branching  stroma  covered  with  single  layer  of  cubical 
epithelium.  The  contents  are  a straw-coloured  serous  fluid  containing  albumen,  but 
no  pseudo-mucin,  and  portions  of  detached  papillomatous  branches.  Hence  the 
danger  of  aspirating  these  cysts.  They  are  not  actively  malignant,  but  the  papillary 
growths  often  perforate  cyst  wall  and  spread  all  over  surrounding  peritoneum  and 
cause  ascitis.  They  are  generally  fairly  fixed  in  the  pelvis,  and  they  markedly 
displace  the  uterus. 

(4)  Dermoid  Cysts.  About  four  per  cent,  of  all  ovarian  growths  are  dermoids.  Usually 

smaller  than  adult  fist — unilateral,  much  less  frequently  bilateral.  They  are  generally 
unilocular,  and  sometimes  are  associated  with  a proliferating  or  papillary  cyst  of  the 
other  ovary.  They  have  a well-marked  pedicle,  which  is  usually  thick  and  broad,  but 
they  rarely  burrow  between  the  layers  of  broad  ligament.  They  are  rounded  or 
irregular,  and  are  prone  to  contract  adhesions. 

Ovarian  tissue  is  usually  found  in  cyst  wall.  They  are  filled  with  sebaceous 
material  liquid  at  the  body  temperature,  but  solidifying  on  cooling  after  the  cyst 
is  removed.  Villous  outgrowths  covered  with  squamous  epithelium,  hair,  sebaceous 
glands,  teeth,  bones  and  hair  are  present.  It  is  supposed  these  cysts  arise  by 
parthenogenesis  (development  of  an  unfertilized  sex  cell). 

Cysts  of  the  Parovarium.  These  cystic  tumours  have  their  origin  in  the  parovarium 
proper,  and  are  by  no  means  infrequent.  They  are  usually  small  or  of  medium  size, 
but  occasionally  they  attain  enormous  proportions.  As  a rule  they  do  not  occur 
before  puberty.  Compared  with  cysts  of  the  ovary  their  occurrence  is  relatively 
infrequent.  They  are  always  unilocular,  thin  walled  and  develop  between  the  layers 
of  the  broad  ligament,  consequently  they  are  characterized  by  a capsule  composed  of 
the  peritoneum  and  the  thinned-out  connective  tissue  of  the  expanded  broad 
ligament.  They  are  lined  with  columnar  epithelium,  often  flattened  out.  The  ovary 
at  first  is  quite  distinct  from  the  cyst,  but  following  the  expansion  of  the  cyst  it 
becomes  flattened  out,  and  is  often  indistinguishable  from  the  tumour  wall.  The 
Fallopian  tube  becomes  stretched  over  the  surface  of  the  tumour,  and  is  much 
elongated.  The  uterus  is  displaced  to  the  opposite  side  of  the  pelvis ; a pedicle  is 
generally  present,  but  it  is  often  very  broad.  If  the  tumour  burrows  into  the 
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cellular  tissue  it  will  have  no  pedicle.  It  is  quite  probable  that  some  of  these 
deep  burrowing  cysts  arise  from  Gartner  duct,  the  termination  of  the  horizontal  tube 
of  the  parovarium  or  organ  of  Rosenmiiller. 

As  already  stated,  parovarian  cysts  are  always  unilocular  with  thin  walls,  their 
contents  are  clear  and  watery,  sp.  gr.  1000  to  1005.  They  contain  no  mucin  or 
pseudo-mucin,  but  an  albuminous  substance  precipitated  by  alcohol  is  present  in 
small  amount.  Papillary  outgrowths  often  found  on  the  cyst  wall. 


SUMMARY  OF  FEATURES  OF  CYSTS  OF  OVARY  AND 
BROAD  LIGAMENT. 


Ovarian  Cyst  and 

(1)  No  capsule. 

(2)  Ovarian  tissue  entirely  disappears. 

(3)  Usually  multilocular. 

(4)  Contains  mucin  or  pseudo-mucin. 

(5)  Columnar  epithelium. 


Parovarian  Cyst. 

(1)  Capsule  of  peritoneum  and  cellular 

tissue  (from  broad  ligament). 

(2)  Ovary  distinct  or  traces  of  it  found  in 

wall  of  cyst. 

(3)  Unilocular. 

(4)  Contains  no  mucin  nor  pseudo-mucin. 

(5)  Cubical  epithelium  found  in  small 

cysts. 


SOLID  NON-MALIGNANT  TUMOURS  OF  OVARY. 

Haematoma  of  Ovary.  These  tumours  often  attain  considerable  dimensions. 
Usually  they  are  the  result  of  a large  effusion  of  blood  into  a ruptured  follicle. 
They  are  frequently  observed  in  tubercular  affections  of  the  adnexa.  (. N.B . — Very, 
very  occasionally  the  haematoma  is  an  ovarian  pregnancy.) 

(2)  Fibroid  and  Fibro-myomatous  Tumours.  These  tumours  consist  of  muscular 
and  fibrous  tissue,  the  fibrous  greatly  predominating;  in  fact  there  is  often  little  or 
no  muscular  tissue  present.  They  may  attain  a great  size,  and  curiously  enough 
are  very  frequently  associated  with  ascitis.  Clinically  they  are  often  indistinguish- 
able from  a pedunculated  uterine  fibro-myomata. 


MALIGNANT  TUMOURS  OF  THE  OVARY. 

Secondary  malignant  tumours  not  considered  here. 

Carcinoma.  May  take  the  form  of  adeno-carcinoma,  or  papillomatous  carcinoma. 
The  former  variety  is  especially  encountered  in  elderly  women ; indeed  in  25  per 
cent,  of  the  ovarian  growths  in  women  at  or  about  the  menopause  there  is  evidence 
of  malignant  degeneration.  Microscopic  appearance  of  these  growths  is  very 
characteristic — great  irregular  proliferation  of  epithelial  columnar  cells,  with  a general 
tendency  to  a glandular  formation.  Such  malignant  appearances  are  often  limited  to 
certain  parts  of  the  tumours.  The  tumours  are  often  small,  but  they  may  be  of  any 
size.  As  the  malignant  proliferation  increases  it  spreads  to  other  parts  of  the  tumour 
and  through  the  wall  into  the  surrounding  tissues.  The  tumours  become  firm,  and 
in  the  later  stages  there  may  be  ascitis. 

Papillomatous  Carcinoma.  The  proliferating  branches  are  found  in  this  condition 
to  be  covered  by  several  layers  of  columnar  epithelium,  and  there  is  a great  pro- 
liferation of  epithelial  cells  in  the  stroma  (that  is  the  important  distinguishing 
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feature  between  a malignant  and  non  malignant  papilloma).  In  these  tumours  also 
the  proliferating  masses  tend  to  invade  the  wall  of  the  cyst,  and  finally  perforate  and 
pass  into  the  structures  beyond — uterus,  tube,  peritoneum,  bowel,  etc. 

Sarcoma.  Not  uncommon  and  may  occur  at  all  ages.  All  the  usual  varieties  may  be 
encountered — round-celled,  spindle-celled,  endotheliomata.  The  first  and  third 
variety  are  most  malignant,  and  often  run  a very  rapid  course.  These  tumours  are 
not  infrequently  bilateral. 

Chorion-epithelioma.  Several  cases  of  this  variety  of  tumour  have  been  described. 
In  one  or  two  there  was  no  evidence  of  chorion-epithelioma  in  the  uterus.  (It  is,  of 
course,  possible  that  the  growth  has  developed  from  an  ovarian  pregnancy  in  some 
cases.) 

Malignant  Teratomata.  These  are  the  rarest  of  all  ovarian  tumours.  Clinically  they 
are  malignant,  and  when  removed  tend  to  recur.  Size  varies,  but  they  are  often  of 
large  dimensions.  Occur  especially  in  adolescence.  They  usually  form  solid  growths, 
with  more  or  less  numerous  cystic  spaces.  There  is  no  attempt  at  orderly  formation 
of  organized  structures.  Not  infrequently  the  connective  tissue  layers  and  epithelial 
elements  show  sarcomatous  and  carcinomatous  degenerative  changes,  and  it  is  impos- 
sible to  say  whether  the  tumour  is  a carcinoma  or  sarcoma.  Metastatic  deposits  in 
other  parts  of  the  body  are  of  frequent  occurrence. 


CLINICAL  FEATURES  OF  OVARIAN  CYST. 

Symptoms.  Timiour  Pelvic.  When  the  ovarian  cyst  is  small  and  lies  within  the  pelvis, 
symptoms  may  be  entirely  absent — on  the  other  hand,  there  may  be  disturbances  of 
menstruation — menorrhagia,  dysmenorrhoea,  and  very  rarely  amenorrhoea.  When 
amenorrhoea  is  present  it  is  usually  due  to  disturbance  of  general  health  (anaemia, 
etc.),  or  to  bilateral  ovarian  disease.  The  bladder  and  bowel  may  be  pressed  upon, 
giving  rise  to  dysuria  and  painful  defaecation.  If  the  tumour  is  impacted,  especially 
when  solid,  pain  is  complained  of  on  account  of  pressure  upon  the  nerves.  This  is 
true  also  of  cysts  developing  between  the  layers  of  the  broad  ligament.  In  some 
cases  this  pressure  may  give  rise  only  to  general  pelvic  uneasiness. 

Tumour  partly  Pelvic  and  Abdominal.  There  may  still  be  no  symptoms,  but  generally 
there  are,  when  the  cyst  has  extended  into  the  abdomen, — menstrual  disturbance, 
pressure  on  the  bowel,  with  constipation,  haemorrhoids  and  pain  on  defaecation,  and 
interference  with  the  bladder,  giving  rise  to  painful  and  frequent  micturition.  The 
woman  also  complains  of  pain  or  fullness  in  the  pelvis,  bearing  down  sensation,  and 
backache. 

Tumour  entirely  Abdominal.  Pressure  symptoms  often  disappear.  As  the  cyst  increases 
in  dimensions,  the  patient  becomes  conscious  only  of  increasing  size  of  the  abdomen 
(often  only  discovered  when  clothes  don’t  fit).  Later,  when  the  tumour  attains  large 
dimensions,  very  generally  there  is  disturbance  of  abdominal  organs,  and  the  patient 
suffers  from  dyspepsia,  vomiting,  also  in  some  cases  these  symptoms  are  the  result  of 
pressure  on  ureters,  which  leads  to  temporary  disturbance  in  functions  of  kidneys. 

The  thoracic  organs  are  also  embarrassed,  and  palpitation  and  dyspnoea  may 
be  complained  of.  In  some  cases  patients  become  greatly  debilitated,  and  suffer 
severely  from  loss  of  flesh,  sleeplessness,  and  nervous  troubles. 

At  any  time,  more  particularly  with  the  small  and  medium  sized  tumours,  com- 
plications may  arise,  associated  with  severe  pain,  etc.  These  are  considered  later. 

Physical  Signs.  When  the  cyst  is  small  only  a careful  bimanual  examination  will  reveal 
its  presence.  One  feels  a round  growth,  as  a rule  non-sensitive  and  elastic  or 
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fluctuant,  sometimes  immediately  behind  the  uterus,  very  occasionally  in  front,  but 
usually  behind  and  to  one  or  other  side  of  the  uterus.  As  a rule  the  tumour  does 
not  move  en  masse  with  the  uterus ; it  can  be  felt  distinct  and  apart  from  that  organ. 
But  if  the  cyst  is  of  the  broad  ligament  or  of  the  ovary,  and  burrowing  into  the  broad 
ligament  or  adherent  to  uterus,  it  may  be  difficult  to  distinguish  from  a tumour  of 
the  uterus. 

With  further  increase  of  the  size  of  the  tumour  and  its  growth  into  the  abdomen, 
the  physical  signs  become  altered.  By  means  of  inspection  one  sees  that  the 
abdomen  is  enlarged  (in  the  earlier  stages  this  may  be  unilateral,  but  later  is  general). 
When  the  distension  becomes  great,  the  superficial  abdominal  veins  become  dis- 
tended, the  umbilicus  flattened,  and  striae  may  appear.  By  palpation  a round 

swelling  is  felt,  which  is  usually  fluctuant,  and  specially  so  in  unilocular  cysts  or 
multilocular  cysts  when  there  is  one  large  loculus.  The  percussion  note  is  dull  all 
over  tumour,  while  in  the  flanks  the  note  is  tympanitic.  Change  in  posture  of  the 
patient  does  not  alter  the  percussion  note.  By  means  of  a tape  one  finds  increase 
in  the  girth  of  the  abdomen.  Occasionally  the  measurement  between  the  umbilicus 
and  the  anterior  superior  iliac  spines  reveals  an  increase  on  the  affected  side.  On 
bimanual  examination  the  cervix  is  found  quite  normal  in  consistency — the  fundus 
of  the  uterus  is  usually  displaced,  and  is  often  difficult  to  differentiate,  especially  if 
the  tumour  is  large.  Occasionally  it  may  be  possible  to  appreciate  the  presence  of  a 
pedicle,  and  to  note  its  position  and  length.  The  fundus  and  pedicle  can  sometimes 
be  best  defined  by  a rectal  examination.  Considerable  assistance  to  the  diagnosis 
may  be  furnished  by  an  assistant  pulling  the  tumour  upwards  while  the  surgeon  is 
making  the  bimanual  examination.  Also  a volsellum  may  be  attached  to  the  cervix 
and  the  uterus  pulled  upon.  By  these  devices  the  surgeon  can  determine  whether 
the  tumour  is  part  of  or  outwith  the  uterus. 


COMPLICATIONS  OF  OVARIAN  TUMOURS. 

r.  Torsion  of  the  Pedicle.  This  accident  occurs  in  3 per  cent,  of  cases  submitted 
to  operation.  The  tumours  in  which  this  secondary  change  occurs  are  those  which 
are  of  moderate  size  and  possess  a fairly  long  thin  pedicle.  It  occurs  more  rarely 
with  a solid  than  a cystic  tumour.  This  torsion  may  vary  from  half  to  two  complete 
turns — less  than  half  a circle  of  a twist  does  not  seem  to  have  any  effect  on  the 
circulation  of  the  tumour.  As  a result  of  the  twisting,  the  tumour  becomes  con- 
gested through  obstruction  of  the  ovarian  vessels  in  the  ilio-pelvic  fold.  The 
Fallopian  tube,  upper  part  of  broad  ligament  and  the  cyst  wall  become  greatly 
swollen.  The  pedicle  and  the  tumour  itself  are  engorged  with  blood,  and  interstitial 
bleeding  takes  place.  In  the  severe  cases  the  cyst  itself  may  be  filled  with  blood. 
The  tumours  in  this  condition  vary  in  colours  from  dull  red  to  dark  plum  colour,  and 
the  walls  are  lustreless.  Symptoms.  The  torsion  may  be  acute  or  gradual.  If  acute, 
the  patient  is  seized  with  acute  abdominal  pain,  accompanied  frequently  with  sick- 
ness and  vomiting.  The  abdomen  becomes  extremely  tense  and  tender.  When  the 
torsion  is  gradual,  the  pain  or  other  symptoms  are  less  marked,  but  they  tend  to 
increase. 

The  condition  may  closely  simulate  rupture  of  appendix,  with  abscess  formation 
and  extra-uterine  pregnancy.  Careful  bimanual  examination  will  generally  reveal  the 
true  nature  of  the  condition. 

2.  Necrosis  of  the  cyst  wall  may  occur,  but  it  is  rare.  As  to  the  causation  of  this  con- 
dition little  is  known.  Predisposing  causes  are  small  size  of  tumours,  long  pedicle,  a 
lax  abdominal  wall,  trauma  following  twisting  of  the  pedicle,  but  above  all,  injury  of 
the  tumour  during  parturition  and  infection. 
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3.  Infection.  This  complication  of  ovarian  cysts  renders  the  operative  mortality  of 

ovariotomy  at  least  2 per  cent,  higher  than  hysterectomy  for  uterine  myomata.  The 
infection  occurs  most  frequently  from  spread  of  the  bacillus  coli,  from  the  coils  of 
intestine  adherent  to  tumours,  rather  less  frequently  from  spread  of  septic  or  gonor- 
rhoeal infection  from  the  uterus  or  tubes.  (When  cysts  were  treated  by  tapping, 
another  avenue  of  infection  was  opened  up.)  Infection  is  more  common  in  small 
pelvic  cysts  than  in  large  abdominal  ones.  Dermoids,  on  account  of  their  tendency 
to  be  fixed  to  pelvic  colon,  are  more  prone  to  infection  than  the  other  varieties. 
Infected  loculi  are  occasionally  met  with  in  a large  cyst  in  which  the  contents  of  the 
other  loculi  are  not  purulent.  The  infection  is,  as  a rule,  chronic,  and  at  the  time  of 
the  operation  the  pus  is  sterile,  except  in  tubo-ovarian  cysts  and  cysts  infected  from 
uterus  during  puerperium. 

Some  of  these  cysts  become  adherent  to  surrounding  viscera,  and  empty  them- 
selves through  vagina  or  rectum.  Dermoid  cysts  occasionally  discharge  their 
contents  through  the  bladder,  which  is  explained  by  the  fact  that  they  are  not 
infrequently  situated  in  the  utero-vesicle  pouch. 

Rupture  of  an  infected  ovarian  cyst  into  the  general  peritoneal  cavity  is  rare, 
because  it  is  so  firmly  supported  by  its  adhesions  to  the  surrounding  structures,  which 
shut  it  off  from  general  peritoneal  cavity. 

4.  Rupture.  The  conditions  which  lead  to  this  complication  are:  (1)  Traumatism; 

(2)  Sudden  increase  of  intra-cystic  tension ; (3)  Pathological  changes  in  the  cyst 
wall.  The  thin-walled  parovarian  cysts  are  liable  to  be  ruptured  during  a bimanual 
examination,  and  this  has  occurred  in  our  series  twice  with  no  disturbance  to  the 
patient.  Again,  an  impacted  small  ovarian  cyst  in  the  pouch  of  Douglas  may  be 
ruptured  during  delivery.  A remote  cause  of  rupture  may  be  direct  injury  to  the 
abdominal  wall  by  a kick  or  a fall. 

In  the  multilocular  cyst  spontaneous  rupture  may  occur,  as  the  walls  are  very 
friable,  while  in  the  papillary  growths  extension  of  the  disease  may  actually  cause 
perforation  of  the  cyst  wall.  In  the  case  of  a tumour  containing  large  quantities  of 
thick  albuminous  fluid,  as  in  pseudo-mucinous  or  dermoid  cysts,  a local  peritonitis, 
often  very  slight,  follows.  The  fluid  may  accumulate  in  the  pouch  of  Douglas,  but 
more  commonly  it  spreads  over  the  general  peritoneal  cavity.  In  the  case  of 
rupture  of  the  papillary  cysts,  the  results  may  be  more  serious,  for  the  papillary 
growths  are  so  friable  that  they  may  be  carried  to  any  part  of  the  abdominal  cavity. 
Fortunately,  in  many  cases,  these  tumours  are  not  malignant. 

5.  Adhesions.  Some  of  these  are  the  result  of  mechanical  irritation,  but  others  are  the 

result  of  twisting  of  the  pedicle,  rupture  or  infection.  In  not  a few  cases  the 
adhesions  are  the  result  of  infection  from  bowel  and  appendix.  Adhesions,  especially 
adhesions  to  bowel,  increase  very  greatly  the  operative  difficulties,  especially  if  they 
are  old  standing  and  intimate. 

6.  Malignant  Degeneration.  In  ovarian  tumours  malignant  changes  are  seldom 

characterized  by  any  marked  symptoms  or  signs  until  they  have  advanced  consider- 
ably. Then  pain,  uterine  haemorrhage,  and  more  or  less  fixation  of  the  tumour  are 
pronounced  features.  Later  still  ascitis  appears.  It  must  be  remembered  that  the 
proportion  of  ovarian  tumours  showing  malignant  changes  is  much  greater  than  is 
generally  supposed. 

7.  Ovarian  Tumours  and  Pregnancy — Labour  and  Puerperium.  The  association 

of  pregnancy  with  an  ovarian  cyst  is  so  frequently  observed  that  one  would  conclude 
that  the  presence  of  such  a tumour  offers  little  hindrance  to  conception.  On  the 
other  hand,  double  ovarian  tumours  are  rarely  observed  with  pregnancy.  So  little 
do  ovarian  tumours  affect  the  course  of  pregnancy  that  they  may  only  be  discovered 
when  labour  has  commenced,  or  when,  by  reason  of  twisting  of  the  pedicle  or  sup- 
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puration,  they  complicate  the  puerperium.  The  pressure  symptoms  which  arise  from 
their  presence  may  lead  to  detection  during  the  later  months  of  pregnancy.  As  a 
rule,  when  the  cyst  is  pelvic  a bimanual  examination  will  reveal  the  cervix  displaced 
to  one  or  other  side  by  the  tumour.  When  the  tumour  is  abdominal  it  is  more 
difficult  to  palpate,  unless  it  is  of  large  dimensions. 

The  co-existence  of  pregnancy  does  not  affect  the  rate  of  growth  of  the 
tumour.  Twisting  of  the  pedicle  occurs  in  about  6 per  cent,  and  rupture  in  io  per 
cent,  of  cases. 

Treatment  in  all  cases  is  surgical.  Ovariotomy  is  the  operation  of  election,  and, 
with  modern  surgical  technique,  is  fraught  with  little  risk  to  the  patient.  Our  operated 
cases  show  a mortality  of  less  than  4 per  cent.  It  may  occasionally  be  thought 
advisable  to  postpone  operation  until  the  later  weeks  of  pregnancy,  in  case  abortion 
may  result,  but  generally  speaking  the  tumour  should  be  removed  whenever  it  is 
recognized.  Details  regarding  ovarian  tumours  complicating  pregnancy  are  fully 
considered  in  Midwifery  Notes  and  in  Operative  Midwifery  (Bailliere,  Tindall  & Cox). 

Differential  Diagnosis — Small  Cyst  in  Pelvis,  i.  Pregnancy.  Early  symptoms : 
morning  sickness,  breast  changes,  etc.,  but  most  important  feature  is  increased  size 
and  softness  of  uterine  body,  and  increased  anteflexion.  2.  Myoma.  Connected 
with  uterus,  hard  and  slow  growing,  generally  associated  with  menorrhagia. 
3.  Pyosalpinx.  History  of  old  standing  pelvic  mischief,  with  recurrent  attacks  of 
pelvic  and  abdominal  pain.  History  of  infection.  Tumour  diffuse,  closely  applied 
to  uterus,  tender  and  bilateral.  Uterus  usually  displaced  backwards  and  fixed. 
Generally  associated  with  menorrhagia  and  leucorrhoea.  4.  Extra-uterine  Pregnancy. 
History  most  important  (pain,  haemorrhagic  vaginal  discharge,  often  period  missed). 
If  much  intraperitoneal  bleeding  patient  will  be  collapsed  and  blanched.  Swelling 
diffuse,  tender  behind  and  to  side  of  uterus,  which  will  be  pushed  forward.  Often 
slight  dysuria.  5.  Pelvic  Haematocele.  Same  history  as  extra-uterine  pregnancy, 
only  swelling  more  diffuse  and  boggy,  and  fills  up  whole  of  pouch  of  Douglas. 
6.  Pelvic  Cellulitis.  History  of  recent  infection  after  parturition,  abortion,  passage 
of  sound  or  curette.  Pain,  tenderness,  pyrexia,  diffuse  tender  swelling,  are  the 
prominent  features.  Uterus,  ovaries  and  tubes  matted  together.  7.  Retro- 
displacement  of  Uterus.  Absence  of  fundus  in  front.  Careful  bimanual  examination 
makes  condition  clear.  Passage  of  sound  backwards.  8.  Distended  Bladder. 
Bladder  should  be  emptied  by  catheter  before  examination.  9.  Tumours  of  Bowel. 
Very  rarely  indeed  simulate  ovarian  tumour.  History  quite  different.  Uterus  and 
ovaries  can  be  palpated  distinctly.  10.  Tumours  of  Spleen  and  Kidneys.  Careful 
bimanual  examination,  if  need  be  under  an  anaesthetic,  will  show  these  tumours  as 
apart  from  ovaries  or  uterus,  n.  Phantom  Tumour.  Chloroform  examination  will 
always  clear  up  the  diagnosis. 

In  all  cases  of  doubt  a most  careful  bimanual  examination  under  an  anaesthetic 
should  be  made.  The  most  confusing  cases  of  all  are  when  there  is  a co-existing 
pregnancy. 

Large  Cyst — Abdominal,  i.  Pregnancy.  Certain  signs  of  pregnancy:  foetal  heart 
sounds,  foetal  movements,  ballottement.  Especially  confusing  if  pregnancy  associ- 
ated with  hydramnios,  for  child  then  is  often  small.  2.  Ascitis.  Dull  note  in 
flanks,  clear  note  in  front.  Alteration  of  note  in  turning  patient  on  to  her  side. 
3.  Encysted  Peritonitis.  Often  most  difficult  to  distinguish  from  ovarian  cyst. 
History  of  infection  and  formation  of  tumour.  Bimanual  examination.  Tumour 
quite  apart  from  uterus  and  ovaries.  4.  Other  Tumours.  Already  referred  to. 
Treatment.  Speaking  generally,  the  only  treatment  for  tumours  of  the  ovaries  is  the 
removal  of  the  tumour.  (See  under  Ovariotomy  and  Oophorectomy.)  Sometimes 
the  cyst  may  be  excised  and  a portion  of  ovary  left  behind  (Resection  of  the 
Ovary),  and  this  practice  should  always  be  followed,  when  possible,  in  young  women. 
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INFLAMMATORY  DISEASE  OF  FALLOPIAN  TUBES. 


The  conditions  under  review  are  rather  to  be  regarded  as  part  of  the  general 
process  of  pelvic  inflammation  than  as  separate  diseases.  They  are  due  to  microbic 
infection,  and  are  never  idiopathic  in  origin.  The  microbes  (gonococcus  strepto  and 
staphylococci,  B.  coli  and  B.  tuberculosis,  etc.)  enter  tubes  usually  through  uterine  cavity 
(following  septic  confinements  or  abortions,  or  after  passage  of  sounds  or  operative 
measures).  Rarely  through  tubal  wall,  except  where  there  are  adhesions  to  intestine 
or  pelvic  wall. 

N.B. — Absence  of  micro-organism  from  secretion  of  tubes  does  not  negative 
inflammatory  origin ; explanation  usually  is  death  of  infective  bacteria.  (50  per  cent, 
of  chronic  pyosalpinx  cases  show  absence  of  organisms.) 

Acute  Catarrhal  Salpingitis.  Tube  increases  in  length  and  thickness,  and  is  congested, 
and  kinks  and  twists  occur.  Glairy  mucus,  or  even  pus,  seen  exuding  from 
fimbriated  end.  Mucous  membrane  usually  remains  intact,  though  swollen.  Resolu- 
tion occurs,  or  condition  becomes  chronic. 

Chronic  Salpingitis.  Tubes  are  more  congested,  and  as  muscular  wall  and  whole  thick- 
ness of  tubal  wall  is  now  involved,  the  kinks  are  more  evident  and  walls  more 
thickened,  and  show  adhesions  to  surrounding  structures.  Lumen  of  tube  is 

encroached  upon,  because  the  folds  of  mucosa  become  adherent,  forming  diverticula 
and  cavities.  The  fimbriae  become  invaginated  within  the  tubes  and  close  off  the 
abdominal  opening.  The  contents  of  tube  may  be  serous,  haemorrhagic  or  purulent. 
If  the  case  has  been  purulent  from  start,  severe  inflammatory  changes  are  the  result. 

Symptoms  and  Physical  Signs.  Symptoms  may  be  absent  or  masked  by  the  acute 
endometritis,  and  severer  cases  are  with  difficulty  separated  from  those  caused  by 
localised  pelvic  peritonitis.  In  the  more  chronic  cases  the  symptoms  are:  (1)  Pain 
and  discomfort  in  pelvis  aggravated  by  walking,  defaecation,  and  urination ; 
(2)  dysmenorrhoea ; (3)  recurrent  attacks  of  pain;  (4)  menorrhagia;  (5)  leucorrhoea; 
(6)  often  sterility. 

Diagnosis.  History  of  infection  (gonorrhoeal  or  septic).  Examination  under  anaesthetic 
with  bowels  and  bladder  empty.  Slight  thickening  or  even  tumour-like  mass  to  one 
or  other  side  of  uterus  (as  a rule  condition  is  bilateral — one  tubal  lesion  being  more 
advanced  than  other).  Cannot  form  diagnosis  in  the  presence  of  acute  pelvic 
peritonitis.  Wait  till  this  subsides.  Tubal  pregnancy ; scybalous  masses  in  bowel, 
para-metric  deposits,  ovarian  tumours  and  appendicitis  must  be  considered  in 
coming  to  a diagnosis  in  all  pelvic  inflammatory  disease. 

Prognosis.  Catarrhal-salpingitis.  Often  ends  in  natural  cure ; but  when  inflammatory 
action  is  severe,  hydrosalpinx  and  pyosalpinx  follow. 

Treatment.  Cure  existing  endometritis  by  preventing  spread  of  infection.  Rest  in  bed, 
hot  vaginal  ( 1 1 50  F.)  douches,  glycerine  and  ichthyol  plugs.  Pelvic  massage, 
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saline  purgatives  and  counter  irritants.  (Fly  blisters,  hot  fomentations  or  poultices 
applied  to  lower  part  of  abdomen.  Morphia  if  required.  General  tonic  treatment 
and  sexual  rest.)  In  chronic  cases,  if  in  spite  of  this  palliative  treatment  already 
indicated,  there  is  a return  of  pain  and  symptoms,  and  patient  is  becoming 
invalided,  then  operative  measures.  (See  operation.)  Preserve  ovary  if  possible 
for  control  of  tissue  metabolism. 


Hydrosalpinx.  Tube  is  thin  walled,  retort  or  sausage  shaped  and  filled  with  fluid,  clear 
yellowish-green  or  straw  coloured,  specific  gravity  1010,  neutral  or  slightly  alkaline; 
granular  debris  and  no  bacteria  as  a rule  present.  Both  tubes  are  usually  affected, 
and  occasionally  one  side  has  hydro-  other  pyosalpinx.  Abdominal  and  uterine  ends 
as  a rule  closed.  If  uterine  end  patent,  then  intermittent  gushes  of  fluid  into  uterus 
(intermitting  hydrosalpinx) ; may  become  twisted  and  may  form  tubo-ovarian  cyst. 

Symptoms.  As  a rule  not  characteristic,  but  when  large  may  cause  pressure.  Leucor- 
rhoea  profuse  and  frequent  menorrhagia;  pain.  Pelvic  inflammation  usually 
present,  and  symptoms  then  are  due  to  pelvic  peritonitis  and  adhesions. 

Diagnosis.  Chief  physical  signs.  Feel  a sausage-shaped  tumour  or  tumours  to  the  side 
and  behind  the  uterus,  elastic,  very  slightly  movable,  and  occasionally  a groove  is 
felt  between  tumours. 


Treatment.  Most  often  called  upon  to  treat  the  pelvic  inflammation.  The  more 
chronic  hydrosalpinx  often  gives  rise  to  no  trouble.  Patient  may  never  require 
operation,  but  tumour  may  rupture  or  suppurate.  Never  incise  and  drop  back 
sac ; always  remove  diseased  tube  and  ovary  (if  necessary). 

Haemato salpinx.  Symptoms  and  physical  signs.  Cannot  be  differentiated  from  hydro- 
salpinx. Often  occurs  in  tubal  pregnancy  in  non-pregnant  tube. 

Pyosalpinx.  This  condition  is  due  most  frequently  to  upward  extension  of  bacteria  from 
the  vagina  through  uterus ; gonococci  most  frequently ; staphylococci  and  strepto- 
cocci B.  coli  communis  pneumococcus  and  tubercle  bacillus. 

Organisms  are  introduced  by  gonorrhoea,  septic  labour  or  abortions,  tents, 
pessaries,  curettage,  swabbing,  etc. 

Andrews’  figures  in  648  cases  in  Britain,  Continent,  and  America: 


Sterile  (some  might  be  tuberculous)  - 
Gonococcus  - 
Staphylococcus  or  streptococcus 
Saprophytic  (various) 

B.  coli  communis  - 
Pneumococcus 


55  per  cent. 
22-5  per  cent. 
12  per  cent. 
6 per  cent. 
2 -5  per  cent. 
2 per  cent. 


Pyosalpinx  is  the  result  of  the  accumulation  of  pus  in  a tube  whose  abdominal 
ostium  is  closed.  Thickening  of  mucous  membrane  at  uterine  end  prevents  fluid 
getting  into  uterus.  The  wall  is  at  first  thickened,  but  gradual  distension  by 
accumulation  of  pus  makes  it  thin  and  atrophic.  The  peritoneal  covering,  on 
account  of  extension  of  inflammatory  mischief,  sets  up  local  peritonitis  and  causes 
extensive  adhesions  to  surrounding  structures,  especially  bowel ; and  in  old  standing 
severe  cases,  the  lower  abdominal  and  pelvic  viscera  are  matted  together. 

Tubo-ovarian  abscess  is  not  uncommon  as  the  result  of  adhesions  to  ovary  and 
tube.  The  mucous  membrane  is  destroyed  and  replaced  by  granulation  tissue, 
and  finally  this  is  replaced  by  a smooth  fibrous  lining. 

The  pus  is  greenish-yellow,  but  blood  and  calcareous  deposits  are  frequently 
found.  As  already  indicated,  in  old  standing  cases  contents  of  tube  are  usually 
sterile  and  so  make  operative  results  more  successful.  The  infection  is  rarely 
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confined  to  tubes, — ovaries  usually  take  part  in  the  lesion,  on  account  of  fresh 
infection.  Recurrent  attacks  of  local  peritonitis  are  frequent. 

Symptoms.  The  symptoms  vary  according  to  the  stage.  In  (a)  acute  stage  the  symptoms 
are  those  of  pelvic  peritonitis  evidenced  by  pain,  rigors  and  high  temperature — 
ioi°-io5°  F.  Pulse  rate  elevated  100-120.  Abdomen,  especially  all  over  lower 
quadrant,  is  rigid  and  tender,  and  patient  lies  in  bed  with  both  legs  drawn  up. 
Tympanitic  distension  of  abdomen  ; P.V.  Swelling  at  side  or  sides  of  uterus  (which 
is  usually  retro-displaced  and  fixed).  Swelling  is  very  tender  and  resistant,  and  is 
usually  adherent.  Fluctuation  is  rarely  observed.  Improvement  takes  place  in 
about  7-10  days.  Recovery  is  very  slow  (months).  Operations  performed  in 
this  stage  are  not  very  satisfactory  in  our  experience. 

In  the  more  Chronic  Stage.  On  account  of  pus  tubes  and  adhesions  in  pelvis,  patient 
becomes  a chronic  invalid  and  suffers  dull  aching  pain  in  ovarian  regions,  which 
is  aggravated  by  exercise,  movement,  defaecation,  etc.  Premenstrual  dysmenorrhoea 
is  quite  common.  Menstrual  disturbance,  usually  menorrhagia  and  metrorrhagia 
present.  Leucorrhoea,  dyspareunia  and  sterility  are  concomitant  features.  Con- 
stipation marked.  From  time  to  time  there  are  acute  exacerbations  due  to  fresh 
infection  setting  up  pelvic  peritonitis  and  all  the  acute  phenomena. 

Diagnosis.  In  acute  stage  diagnosis  very  difficult  where  history  is  not  reliable.  On 
account  of  acute  pelvic  inflammation  one  cannot  quite  estimate  the  tubal  condition, 
but  when  history  is  clear  operate  on  a rising  pulse. 

The  diagnosis  of  the  chronic  cases  depends  on  the  history,  which  is  of  an  old 
standing  septic  infection  or  disturbed  post-operative  temperature,  following  an 
abortion  or  curettage  or  a clinical  confession  of  gonorrhoeal  infection  (e.g.  painful 
micturition,  urethral  infection,  and  vaginal  discharge),  or  of  a more  gradual  and 
insidious  onset,  lacking  distinct  infective  data  (e.g.  leucorrhoea,  painful  and  irregular 
menstruation  of  old  standing  with  recurrent  acute  attacks  of  abdominal  and  pelvic 
pain  and  fever).  A pelvic  examination  (bimanual)  reveals  marked  tenderness  in 
the  postero-lateral  fornices,  and  in  the  pouch  of  Douglas  a resistant  tender  mass 
can  be  felt.  This  is  usually  the  uterus — retro-displaced,  fixed,  or  with  a very 
limited  range  of  movement  and  the  inflamed  enlarged  tubes.  A rectal  examination 
sometimes  enables  one  to  make  out  a narrow  groove  between  the  tubes.  Fluctua- 
tion is  occasionally  felt,  and  at  other  times  the  tubes  feel  hard  and  resistant  and 
immobile,  due  to  adhesion.  In  other  cases  nothing  but  an  irregular  mass  can  be 
felt. 

Differential  Diagnosis.  (1)  Hydrosalpinx  and  haematosalpinx ; difficult  and  sometimes 
impossible.  History  will  guide  you.  (2)  Faecal  accumulation ; give  dose  of 
castor  oil  and  enema.  (3)  Ovarian  cyst.  History — rounder  swelling,  painless, 
position  of  uterus  and  probable  absence  (though  not  always)  of  signs  of  adhesions 
(4)  Myoma  of  uterus.  History  and  position  of  uterus  which  might  be  enlarged 
and  displaced.  (5)  Tubal  pregnancy.  History  of  first  importance,  and  less  evidence 
of  pelvic  peritonitis.  (6)  Appendicitis.  Differential  diagnosis  is  fraught  with 
difficulty  and  depends  on  a careful  anamnesis  and  bimanual  examination.  Some- 
times quite  impossible  as  appendix,  tube  and  ovary  are  all  densely  adherent. 

Prognosis.  Without  operation  is  not  favourable.  All  the  women  tend  to  become 
chronic  invalids,  and  condition  does  not  improve  without  operation. 

Treatment.  The  acute  cases  require  careful  diagnosis  and  immediate  operation  if  pulse 
rate  rises  (see  treatment  of  acute  salpingitis).  All  the  palliative  measures  may  be 
tried  as  already  detailed,  but  operative  measures  alone  hold  out  a chance  of 
recovery.  Do  not  operate  in  chronic  cases  during  the  acute  exacerbation,  but  wait 
until  the  patient  improves  and  the  organisms  have  lost  their  active  virulence. 


RELATIONSHIP  BETWEEN  APPENDICITIS  AND 
INFLAMMATION  OF  UTERINE  ADNEXA. 


Owing  to  the  close  contiguity  of  Appendix  to  Fallopian  tubes  and  ovaries,  especially 
to  right  Fallopian  tube  and  ovary,  it  is  not  surprising  that  a septic  infection  of  tubes 
and  ovaries  should  often  cause  an  appendical  attack,  and  vice  versa  that  appendicitis 
should  sometimes  be  the  direct  cause  of  tubal  and  ovarian  disease. 

Unilateral  disease  of  the  adnexa  is  more  frequently  produced  by  appendicitis 
than  bilateral  affections,  and  naturally  it  is  the  right  tubes  and  ovaries  which  are 
involved.  When,  however,  there  has  been  a diffuse  pelvic  inflammation  caused  by 
rupture  of  appendix,  then  both  tubes  may  be  affected  by  the  infective  process. 

From  closing  of  the  abdominal  openings  of  the  tubes  sterility  follows,  and 
sometimes,  as  the  result  of  long  standing  appendicitis,  the  pelvic  organs  get  matted 
up  and  the  uterus  backwardly  displaced  and  fixed  by  adhesions,  just  as  in  primary 
infective  conditions  of  the  tubes  (pyosalpinx). 

Diagnosis.  The  differential  diagnosis  between  appendicitis  and  salpingitis  is  often  not 
easy.  In  the  latter  condition  one  often  gets  history  of  direct  gonorrhoeal  or  puerperal 
infection  accounting  for  pelvic  origin  of  the  mischief,  but  not  infrequently  the  history 
is  rather  vague.  In  such  cases  the  diagnosis  must  be  come  to  by  a careful  bimanual 
examination. 

In  both  diseases  may  have  nausea  and  vomiting  associated  with  abdominal 
pain,  and  the  pain  in  pelvic  disease  is  usually  situated  deep  down  in  pelvis.  But 
as  regards  the  history,  the  most  characteristic  difference  in  early  stage  of  attack 
is  the  character  of  pain,  which  in  appendicitis  is  usually  paroxysmal,  while  in  pelvic 
inflammation  is  more  steady  and  less  intense.  Fever,  accelerated  pulse,  and 
leucocytosis  occur  in  both  conditions. 

Treatment.  Always  examine  appendix  when  abdomen  is  opened,  and  obtain  consent  of 
patient  to  removal  of  appendix  if  it  is  deemed  necessary. 

The  best  incision  in  doubtful  cases  (whether  tubal  or  appendical  in  origin) 
is  the  ordinary  median  sub-umbilical  one,  as  the  operator  can  see  what  he  is  about 
and  gets  plenty  of  room. 

N.B. — In  a number  of  cases  of  dysmenorrhoea,  when  there  is  no  obvious  reason 
for  the  pain,  removal  of  a chronically  inflamed  appendix  has  cured  the  dysmenor- 
rhoea. 


TUBAL  ECTOPIC  OR  EXTRA-UTERINE  PREGNANCY. 


Pathological  Anatomy.  Implantation  may  occur  in  different  parts.  The  following  is 
order  of  frequency:  (i)  Ampulla,  (2)  Isthmus,  (3)  Infundibulum,  (4)  Interstitial 
portion  of  tube,  (5)  Ovary,  (6)  Abdomen.  Wherever  ovum  implants  itself,  destruction 
of  tissue  by  the  trophoblast  occurs,  and  ovum  buries  itself  in  the  tissues.  The 
trophoblast  actually  corrodes  the  tissues  and  the  capillaries  and  smaller  blood  vessels 
so  that  little  haemorrhage  occurs.  If  pregnancy  uninterrupted,  formation  of 
placenta  corrodes  tube  wall. 

I.  Ampulla.  (A)  Tubal  Abortion.  Rather  more  frequent  than  tubal  rupture. 


(B)  Tubal  Rupture  from  destruction  of  the  tube  wall  by  trophoblast  and  villi  of 
chorion.  Rupture  often  gradual  process.  Tube  wall  corroded  ; other  times  tube 
suddenly  gives  way.  When  rupture  occurs  it  may  be  (1)  Intra-peritoneal  or  (2) 
Extra-peritoneal.  Rupture  most  commonly  5-7  weeks. 

(1)  Intra-peritoneal  Rupture  usually  ends  in  profuse  intra-abdominal  bleeding, 
and  if  left  alone  a pelvic  haematocele  forms  in  Douglas’  pouch.  Sometimes  preg- 
nancy goes  on  with  placenta  attached  to  tube,  and  ovum  surrounded  by  membranes 
developes  in  general  peritoneal  cavity  (tubo-abdominal). 

(2)  Extra-peritoneal  Rupture  between  layers  of  broad  ligament  usually  ends  in  a 
haematoma  of  ligament.  Not  infrequently,  however,  pregnancy  goes  on  developing 
to  later  months,  when  spoken  of  as  “broad  ligament”  pregnancy;  “Subperitoneo- 
pelvic,”  and  “ Subperitoneo-abdominal,”  when  it  extends  up  from  pelvis  into  the 
abdominal  cavity.  Very  occasionally  a second  rupture  into  the  peritoneal  cavity 
occurs,  then  pursues  course  of  an  ordinary  intra-peritoneal  rupture  (vide  above). 
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(C)  Formatio?i  of  Mole.  Very  common.  This  may  be  associated  with  pelvic 
haematocele  from  slow  “ drip-drop  ” escape  of  blood  from  fimbriated  end  of  tube. 
Rupture  may  occur,  but  more  often  keeps  up  irritation  in  pelvic  organs.  May 
suppurate  and  form  pyosalpinx. 

(Z))  May  develope  to  later  months  without  rupture.  Very  rare. 


II.  Isthmus.  Theoretically  all  the  above  terminations  may  occur,  but  almost  invariably 

the  tube  ruptures  and  the  special  feature  of  the  rupture  is  that  it  is  intra- 
peritoneal,  is  accompanied  with  profuse  haemorrhage,  and  is  usually  very  early. 
Often  occurs  before  any  period  missed.  Implantation  in  this  part  of  tube  furnishes 
“ fulminating  ” type. 

III.  Infundibulum.  Nothing  special.  All  terminations  mentioned  in  connection  with 
ampulla  implantation  may  occur. 

IV.  Interstitial  (graviditas  in  substantia  uteri).  Here  usual  termination  is  intra- 
peritoneal  rupture,  which  is  usually  .late — third  month.  Bleeding  is  always  very 
severe  because  of  presence  of  uterine  vessels.  No  doubt  many  cases  terminate 
by  intra-uterine  rupture,  and  ovum  is  expelled  as  a uterine  abortion,  or  goes  on 
developing  in  the  uterus.  Rupture  into  broad  ligament  not  recorded,  neither  any 
record  of  pregnancy  going  on  to  late  months.  Mole  and  haematoma  may  form  and 
gradually  shrink  and  become  part  of  the  uterine  wall. 

V.  Ovary.  Not  many  cases  recorded.  Rupture  into  peritoneal  cavity  usually  occurs, 

but  pregnancy  may  develope  in  substance  of  ovary. 

VI.  Abdomen . Very  few  cases  indeed.  Ovum  may  be  implanted  upon  any  peritoneal 
surface.  May  develope  in  later  months  or  sac  may  rupture. 

An  ectopic  sac  is  usually  situated  behind  and  to  the  side  of  uterus,  seldom 
exactly  in  Douglas’  or  in  utero-vesical  pouch.  It  soon  contracts  adhesions  to 
surrounding  parts,  and  displaces  uterus  most  commonly  upwards  and  forwards. 


Tubal  Rupture,  showing  rupture  and  ovum. 


* 

. 


PATHOLOGY 


64 


Uterus  becomes  much  larger,  and  its  mucous  membrane  greatly  thickened.  This 
decidua  which  forms  is  indistinguishable  from  decidua  of  ordinary  uterine  pregnancy. 

Clinical  Features.  As  seen  at  bedside,  can  distinguish  four  groups  of  types.  (1)  Woman 
suddenly  struck  down  with  abdominal  pain,  extreme  collapse,  with  all  symptoms 
of  rupture  of  abdominal  viscus.  (2)  Woman  suffers  for  some  time  from  abdominal 
uneasiness,  pain,  occasional  faintings,  and  haemorrhagic  vaginal  discharge.  (3)  The 
woman  suffers  from  pelvic  haematocele.  (4)  The  woman  is  found  advanced  in 
pregnancy. 

(1)  Type.  Woman  struck  down  suddenly  with  acute  abdominal  pain  and 
extreme  collapse;  may  be  referred  to  as  “fulminating  type”;  comparatively 
rare.  Seen  especially  in  cases  where  ovum  implanted  in  isthmus  of  tube,  when 
ruptures  early,  often  before  period  missed.  Cases  of  this  type  resemble  cases  of 
(a)  fulminating  appendicitis,  (< b ) rupture  of  gastric  or  duodenal  ulcer,  (c)  torsion 
of  a pedunculated  ovarian  tumour.  With  these  conditions  there  is  seldom  such 
extreme  and  sudden  collapse  and  such  blanching  of  face. 

(2)  Type.  Woman  suffers  for  some  time  from  abdominal  uneasiness,  pain, 
occasional  faintings,  and  haemorrhagic  vaginal  discharge.  This  type  in  90  per  cent, 
of  cases.  Most  important  to  remember  this.  History  of  illness  of  greatest 
importance.  Consider  symptoms  in  detail,  (a)  Abdominal  pain  and  uneasiness. 
Severity  of  these  variable,  but  almost  always  present,  caused  chiefly  by  intramural 
tubal  haemorrhages,  also  by  colic  of  tube  and  uterus.  Pain  usually  low  in  abdomen, 
and  referred  to  one  side;  other  cases  more  diffuse  over  whole  lower  quadrant. 
When  sac  becomes  larger,  and  especially  if  haematocele  forms,  rectal  tenesmus 
and  pain  on  micturition  are  sometimes  complained  of.  Usually  rigidity  over 
lower  abdomen,  especially  to  one  side,  (b) Haemorrhagic  vaginal  discharge.  Often 
mistaken  for  menstrual  period  or  threatening  miscarriage.  Blood  comes  from  surface 
of  uterus  from  which  the  decidua  is  separated,  also  from  blood  escaping  from  tube 
(doubtful),  {c)  Amenorrhoea.  Very  generally  one  period  missed,  rarely  two  periods 
missed  before  the  pain  and  haemorrhagic  vaginal  discharge.  N.B. — Not  a few 
cases  no  distinct  history  of  “missed  period,”  as  haemorrhagic  discharge  begins  early. 
(d)  Nausea , sickness , faintness , even  syncope  sometimes  caused  by  haemorrhages 
into  wall  of  tube,  colic  of  tube,  irritation  of  peritoneum.  If  intra-abdominal  hae- 
morrhage profuse,  must  naturally  have  these  symptoms.  (<?)  Discharge  of  uteruie 
decidua  purposely  not  considered  until  now  because  often  never  seen.  When  seen  is, 
of  course,  most  valuable  sign.  May  come  away  piece-meal,  but  more  frequently 
comes  away  as  cast  of  uterine  cavity.  (/)  Ordinary  symptoms  of  pregnancy,  not  to 
be  relied  upon,  often  not  present. 

Physical  Examination.  Uterus  usually  enlarged  and  displaced  forwards  and  to 
the  side  by  gravid  sac.  Sac  usually  behind  and  to  one  side  of  uterus,  rarely  exactly 
at  the  side,  and  very  rarely  in  front  in  the  utero-vesical  pouch.  Sac  often  very 
tender  to  pressure.  Consistency  varies.  Mass  soon  becomes  larger  by  its  growth 
but  also  because  contracts  adhesions  to  surrounding  parts — intestines,  broad  liga- 
ments, etc. 

Differential  Diagnosis.  In  this  type  condition  resembles  uterine  abortion 
salpingitis,  appendicitis,  and  retroversion  of  the  gravid  uterus.  Uterine  Abortion.  This 
is  most  frequent  mistake,  for  in  both  may  have  pain  and  haemorrhage.  In  extra-uterine 
pregnancy,  however,  the  haemorrhage  is  seldom  severe.  The  diagnosis  between  the 
two  conditions  is  finally  come  to  by  a careful  bimanual  examination.  Salpingitis. 
Long  history  of  chronic  abdominal  discomfort  and  pain  dating  back  to  an  infection ; 
no  menstrual  period  missed ; swelling  usually  bilateral.  Appendicitis.  History,  great 
rigidity  of  region,  etc.  Retroversion  of  gravid  uteri.  Swelling  in  pouch  of  Douglas 
large  or  more  uniform  than  a tubal  pregnancy.  (This  condition  rarely  resembles 
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this  type ; more  often  resembles  type  (3).)  Most  confusing  condition  is  small 
ovarian  tumour  or  appendicitis  with  a uterine  abortion. 

(3)  Type.  Patient  has  a pelvic  haematocele.  Invariably,  if  questioned,  patient 
has  passed  through  second  type ; extremely  rarely  through  first  type.  She  is  now 
blanched,  and  complains  of  dull  abdominal  pain ; often  slight  rise  of  temperature 
from  absorption ; tenesmus  of  bowel  and  dysuria  very  frequent.  On  examination, 
swelling  is  felt  in  Douglas’  pouch  displacing  uterus  most  generally  upwards  and 
forwards.  Sometimes  whole  pelvis  full  of  blood,  and  sometimes  effusion  so  great 
that  it  extends  up  into  abdomen,  and  can  be  felt  above  pelvic  brim.  When  blood 
becomes  partially  absorbed,  tumour  in  Douglas’  pouch  presents  peculiar  charac- 
teristic feeling ; some  parts  soft,  others  feel  hard.  In  this  type  condition  most 
closely  resembles  cellulitis,  retroversion  of  gravid  uterus,  myoma  of  uterus  with 
pregnancy.  Cellulitis.  The  history  is  of  value,  especially  the  fact  that  there  has 
recently  been  a possibility  of  infection ; temperature  is  raised,  and  there  is  great 
tenderness  in  Douglas’  pouch  and  in  pushing  upon  cervix.  Retroversion  of  gravid 
uterus.  Usually  can  define  fundus  of  uterus  with  haematocele,  but  not  in  retro- 
version of  gravid  uterus.  In  retroversion,  history  different,  dysuria  extreme,  often 
complete  retention.  In  extreme  cases  give  anaesthetic,  and,  if  need  be,  pass 
uterine  sound.  Myoma  of  uterus  with  pregnancy.  In  this  condition,  myoma 
often  becomes  very  soft  and  oedematous.  May  be  very  difficult,  but  in  myoma 
tumour  more  defined  than  in  extra-uterine. 

(4)  Type.  Ectopic  pregnancy  in  late  months.  Usually  has  passed  through 
second  type.  Foetus  often  dies,  may  be  after  spurious  labour  with  abdominal  pain, 
haemorrhagic  discharge,  and  expulsion  of  decidua.  May,  however,  be  alive  when 
case  comes  under  observation.  In  doubtful  cases,  most  important  to  define  fundus 
of  uterus.  In  many  cases  uterus  is  taken  to  be  a tumour,  and  ectopic  sac  the 
gravid  uterus.  In  cases  of  extreme  difficulty  the  patient  should  be  anaesthetised, 
and,  if  need  be,  a uterine  sound  employed. 

Treatment.  Early  cases,  open  abdomen  at  once  and  remove  gravid  tube  securing  vessels 
in  both  infundibulo-pelvic  ligament  and  on  uterine  side.  Generally  ovary  has  to  be 
sacrificed,  but,  if  possible,  save  it.  Remove  all  blood  clots,  wash  cavity ; pour  in 
normal  saline  solution  and  close  abdominal  wound  in  layers.  Haematocele . Expec- 
tant treatment  (rest  in  bed,  syrup  of  iodide  of  iron  to  promote  absorption)  not 
much  favoured.  Active  treatment;  remove  all  blood  clot  by  the  abdomen  or 
through  incision  in  posterior  vault  of  vagina  (vaginal  coeliotomy).  I.ater  months. 
Great  difficulty  is  with  placenta.  If  child  been  dead  for  some  time,  placenta  can  be 
safely  removed.  With  living  child  open  into  sac  and  remove  child.  Immediate 
separation  of  placenta  should  be  tried,  and  any  vessels  secured  that  can  be  seized ; 
if  general  oozing,  pack  cavity  tightly  with  gauze,  and  bring  out  end  of  gauze  through 
vaginal  vault.  (2)  Alternative  is  to  leave  placenta,  drain  amnionic  cavity,  and  then 
after  few  days  remove  placenta.  Sepsis  very  apt  to  follow  such  a procedure.  (3) 
Third  alternative,  tie  off  and  cut  cord  close  to  placenta ; close  up  abdomen  and  leave 
placenta  to  take  care  of  itself.  Sepsis  frequently  follows. 


TUMOURS  OF  FALLOPIAN  TUBES. 


Innocent.  Very  rare  indeed,  but  lipomata,  fibromyomata,  and  adenomata  are  occasionally 
encountered.  The  adenomata  which  arise  from  the  mucous  membrane  produce 
exuberant  papillomatous  tumours ; at  first  they  may  be  simple,  but  they  often  become 
malignant  later  on.  They  are  commonly  associated  with  ascitis,  and  if  the  abdo- 
minal end  of  the  tube  becomes  closed  there  may  be  a watery  discharge  from  the 
uterus  at  irregular  intervals. 

Malignant.  Primary  malignant  tumours  of  the  tube  are  also  very  rare:  they  are  (i) 
Adenocarcinoma,  (2)  Sarcoma,  (3)  Chorionepithelioma.  With  the  first  two  there  is 
a watery,  often  foul  smelling,  discharge;  generally  there  is  pain  and  tenderness  on 
the  affected  side.  On  bimanual  examination  the  tumour  is  fixed  if  the  disease  is  at 
all  advanced  and  the  uterus  is  only  partially  movable.  The  only  treatment  is 
complete  removal  of  tumour  (with  the  tumour  it  is  advisable  to  remove  the  uterus). 
Chorionepithelioma.  Primary  chorionepithelioma  of  tubes  is  extremely  rare. 


INFLAMMATORY  AFFECTIONS  OF  PELVIC  PERITONEUM  AND 
CELLULAR  TISSUE. 


PELVIC  PERITONITIS  OR  PERIMETRITIS. 

This  is  an  infection  of  the  peritoneum  situated  within  the  pelvis,  and  is  of  more  frequent 

occurrence  than  pelvic  cellulitis ; — it  may  be  acute  or  chronic. 

Etiology.  Pelvic  peritonitis  probably  never  occurs  as  a primary  disease,  but  is  always  the 
sequel  of  a pre-existing  pelvic  disorder.  Its  most  frequent  origin  is  infection  from  the 
uterus.  This  infection  spreads  along  the  Fallopian  tubes  through  the  abdominal 
ostium,  and  gives  rise  to  other  pelvic  disease,  such  as  salpingitis,  pyosalpinx,  tubo- 
ovarian  abscess.  The  organisms  principally  concerned  in  the  development  of  this 
disease  are  the  gonococcus,  strepto-  and  staphylococcus,  bacillus-coli,  and  the 
bacillus-tuberculosis.  (Tubercular  peritonitis  is  secondary  to  infection  of  mesenteric 
glands  and  tubercular  foci  in  lungs  and  elsewhere.) 

The  propagation  of  these  organisms  is  favoured  by  parturition  or  abortion. 
But  occasionally  the  inflammatory  process  commences  in  an  appendicitis,  intestinal 
infection,  rupture  of  ectopic  sac,  or  ovarian  abscess  which  has  been  infected  from  the 
bowel. 

As  a result  of  the  infection,  whatever  be  the  cause,  the  peritoneum  is  injected 
and  swollen,  and  later  becomes  covered  with  serous  or  fibrinous  material.  Then 
adhesions  form  which  cause  matting  of  the  pelvic  organs  and  permanent  displace- 
ments of  the  uterus  and  adnexa.  In  the  more  chronic  cases,  circumscribed 
collections  of  serous  fluid  form  (encysted  peritonitis),  which  are  shut  off  from  each 
other.  These  form  round  tubes  or  ovaries,  occasionally  they  are  purulent  from  the 
first,  but  usually  only  in  cases  of  exceptional  virulence  or  if  an  ovarian  abscess  or 
pyosalpinx  ruptures.  (JV.B. — A serous  collection  of  fluid  often  becomes  purulent, 
due  to  the  infective  organisms  passing  through  the  bowel  wall.) 

Symptoms.  The  first  characteristic  symptom  of  acute  pelvic  peritonitis  is  pain  in  the  lower 
part  of  the  abdomen  shortly  after  onset,  almost  invariably  associated  with  a rigor. 
Perhaps  the  most  important  symptom  is  the  increased  rapidity  of  the  pulse,  which  is 
at  first  full  and  bounding,  but  later  becomes  small  and  thready,  and  where  the  septic 
intoxication  is  very  severe  the  pulse  is  soon  irregular.  Vomiting  is  an  early  symptom 
associated  with  more  or  less  intestinal  distension.  Following  the  acute  pain,  any 
movement  of  the  patient  is  followed  by  excruciating  pain;  micturition  is  generally 
painful.  Bowels  are  at  first  constipated,  and  when  they  do  move  there  is  usually 
considerable  pain.  Diarrhoea  is  very  general  in  graver  cases.  The  patient  presents 
the  symptoms  usually  associated  with  peritoneal  injury ; she  lies  recumbent  in  her 
bed  with  the  knees  drawn  up,  and  attempts  to  ward  off  the  pressure  of  the  bed 
clothing  with  her  hands. 

When  the  inflammation  has  reached  the  chronic  stage  there  is  pain  on  exertion, 
menstruation  is  more  profuse  than  usual  (menorrhagia),  and  irregular  (metrorrhagia). 
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Recurrent  attacks  of  abdominal  pain  and  tenderness,  with  rises  of  the  pulse  and 
temperature  are  frequent  at  first,  but  as  the  disease  becomes  more  chronic  there  may 
be  long  intervals  between  such  attacks.  Rarely  by  abdominal  palpation  alone  can 
a mass  be  recognised.  By  a bimanual  examination,  however,  one  feels  the  vagina 
hot,  tender  and  dry  with  pulsation  of  the  vessels.  As  the  effusion  tends  to  collect 
in  the  pouch  of  Douglas,  a diffuse  swelling  is  felt  in  the  posterior  and  lateral  fornices. 
The  cervix  is  immobile  and  fixed,  and  the  condition  feels  as  if  plaster  of  Paris  had 
been  poured  into  the  true  pelvis.  Very  rarely  does  this  hard  mass  fill  up  only  one 
half  of  the  pelvis  : it  is  usually  bilateral. 

When  the  acute  peritonitis  has  subsided  and  the  case  is  more  chronic,  by 
careful  pelvic  examination  one  usually  feels  the  tubes  and  ovaries  as  a tender, 
irregular  swelling  all  matted  together  behind  the  uterus,  which  is  generally  closely 
adherent  and  backwardly  displaced  (see  Pyosalpinx). 

From  time  to  time  fresh  infection  from  bowel  occurs,  and  this  causes  many 
of  the  recurrent  attacks  of  abdominal  disturbance  so  frequent  in  the  course  of 
the  disease. 

Prognosis.  Compared  with  pelvic  cellulitis  the  mortality  of  pelvic  peritonitis  is  much 
higher.  The  acute  stage  may  last  from  4 to  10  days;  its  disappearance  is  indicated 
by  a falling  in  the  pulse  rate  and  decline  in  the  temperature,  and  a general  moistening 
of  the  mucous  membrane.  A gradual  absorption  of  the  fibrinous  deposit  may  slowly 
take  place  in  the  course  of  many  weeks  or  even  months.  This  termination  of 
the  disease  is  the  happiest  one,  but  unfortunately  is  rare.  What  generally  happens  is 
that  permanent  dense  adhesions  form  between  the  uterus,  adnexa,  bladder  and 
bowel,  and  render  the  patients  sterile  and  in  course  of  time  more  or  less  chronic 
invalids. 

Diagnosis.  The  two  conditions  which  are  most  likely  to  simulate  or  be  simulated  by 
pelvic  peritonitis  are  (1)  haematocele,  (2)  pelvic  cellulitis.  The  pelvic  haematocele 
is  distinguished  by  its  clinical  history — the  very  slight  disturbance  of  the  temperature 
and  the  history  in  most  cases  of  an  extra-uterine  pregnancy  associated  with  severe 
pain  and  subsequent  reddish  discharge  from  the  uterus.  The  differential  diagnosis 
between  pelvic  peritonitis  and  pelvic  cellulitis  is  often  impossible,  as  the  two 
conditions  generally  coexist. 

Treatment.  In  the  acute  stage  the  patient  must  be  kept  absolutely  at  rest  in  bed.  Pain 
is  relieved  by  hot  applications  to  the  abdomen,  hot  douches  (iio°-ii5°  F.),  and  the 
exhibition  of  morphia.  The  bowels  must  be  cared  for,  and  salines  (mag.  sulph.)  in 
small  repeated  doses  prove  useful.  Flatulence  and  abdominal  distension  are  to  be 
combated  by  means  of  an  enema  containing  sulphate  of  magnesia,  turpentine, 
glycerine,  and  soap  and  water.  Stimulants,  such  as  brandy  or  whisky,  are  only 
indicated  if  patient  is  very  collapsed. 

If  the  patient  has  recovered  from  the  acute  attack,  then  palliative  measures, 
such  as  hot  douches,  tampons,  hot  sitz  baths  at  a temperature  of  ioo°-io5°  F.,  or 
electric  light  baths,  may  be  of  some  service.  For  those  who  can  afford  it,  treatment 
at  a Spa  is  often  very  beneficial.  As  regards  medicines,  there  is  nothing  better  than 
the  syrup  of  the  iodide  of  iron.  If  there  is  little  improvement  after  a fair  trial  of 
palliative  treatment,  then  the  radical  operation,  which  consists  in  the  removing  the 
diseased  parts,  including  uterus,  should  be  performed.  Vaccines  may  be  of  great 
value  in  this  disease,  and  may  save  many  patients  from  the  radical  treatment  just 
indicated,  It  is  impossible  to  speak  definitely  about  them  at  present. 
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PARAMETRITIS  OR  PELVIC  CELLULITIS. 

This  is  an  infection  of  the  pelvic  cellular  tissue ; it  is  either  primary  or  secondary,  is 

acute  or  chronic. 

Etiology . Primary  pelvic  cellulitis  is  always  the  result  of  septic  infection  of  the  parturient 
canal  following  full  time  delivery  with  instruments,  abortion,  or  operations  on  the 
vagina,  perineum,  or  pelvic  adnexa. 

Secondary  cellulitis  may  be  associated  with  infection  of  tubes  and  ovaries  and 
appendix.  As  a result  of  the  invasion  by  bacteria,  an  effusion  takes  place,  and  a 
tumour  is  formed,  usually  unilateral.  As  the  pelvic  connective  tissue  is  a portion  of 
the  general  connective  tissue  which  surrounds  the  vessels,  the  nerves,  and  lymphatics 
throughout  the  body  generally,  the  infection  may  spread  anywhere,  but  it  is  confined 
especially  to  certain  situations  in  the  pelvis,  more  especially  the  broad  ligaments, 
sacro-uterine  ligaments,  and  utero-vesical  pouch. 

Symptomatology.  In  the  initial  stages  of  acute  pelvic  cellulitis,  the  symptoms  are  those  of 
septic  poisoning.  No  localised  symptoms  beyond  local  tenderness,  fever,  and  rapid 
pulse.  Pain  is  a prominent  symptom,  and  varies  with  the  co-existing  peritonitis.  In 
the  early  stages  the  effusion  is  of  indefinite  outline,  firm  in  consistency,  and  is  not 
very  tender.  A careful  examination  may  reveal  a tear  of  the  cervix,  or  laceration  of 
the  vaginal  vault.  On  a bimanual  examination  the  vagina  is  hot  and  tender,  a 
swelling  is  felt  on  one  side,  tender  and  bulging  into  the  vaginal  fornix.  The  effusion 
may  travel  upwards  towards  the  pelvic  brim  and  appear  in  the  anterior  abdominal 
wall  in  the  form  of  an  area  of  dense  induration.  This  occurs  on  affected  side 
just  above  Poupart’s  ligament.  It  is  possible  also  for  the  effusion  to  spread 
upwards  to  the  renal  pouch  or  downwards  into  the  buttock.  Resolution  may 
occur,  and  does  so  in  many  cases.  Suppuration  with  softening  of  mass  is  very 
frequent.  When  softening  occurs  the  abscess  points  in  certain  directions,  most 
frequently  over  the  inner  half  of  Poupart’s  ligament,  or  towards  vagina,  and  often 
bursts  into  vagina  or  rectum. 

Differential  Diagnosis.  A cervical  myoma  may  simulate  a pelvic  cellulitis,  but  the  history 
and  the  result  of  a bimanual  examination  will  at  once  clear  up  the  diagnosis.  The 
same  applies  to  a haematoma  between  the  layers  of  the  broad  ligament  (ruptured 
tubal  gestation).  Here  again  the  symptomatology  and  case  history  would  guide 
one  to  a correct  appreciation  of  the  true  nature  of  the  condition. 

Treatment.  The  same  as  for  pelvic  peritonitis.  If  softening  occurs  the  abscess  should  be 
opened  where  it  “points.”  In  the  more  chronic  cases  the  tubes  are  generally 
affected,  and  in  order  to  get  a satisfactory  cure,  the  uterus,  tubes,  ovaries,  and 
appendix  have  generally  to  be  removed.  Here  also  vaccines  may  prove  to  be  of 
great  benefit. 
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INFLAMMATORY  AFFECTIONS. 

Vaginitis  or  Colpitis.  An  inflammation  of  the  vagina  may  be  acute  or  chronic.  There 
being  no  glands,  it  is  a surface  inflammation.  The  secretion  from  normal  vagina  is 
supposed  to  have  a slight  germicidal  action.  It  is  naturally  of  an  infective  nature. 
Gonococci,  staphylococci,  streptococci  and  bacilli  coli  are  the  pyogenic  organisms 
most  generally  found,  but  there  are  endless  other  varieties.  May  follow  vulvitis ; 
especially  is  this  seen  in  children  in  a low  state  of  health,  and  following  measles, 
diphtheria,  etc.  It  may  also  follow  operations  or  a badly  fitting  pessary.  Several 
varieties  are  encountered — glandular,  vesicular,  emphysematous. 

In  the  worst  infective  cases,  as  after  a confinement,  when  canal  has  become 
infected,  there  may  be  an  actual  phlegmon  and  exfoliation  of  the  mucous  membrane. 

Symptoms.  In  acute  stage  canal  is  dry,  hot  and  red.  Especially  when  infective  organisms 
are  gonococci  there  may  be  considerable  irritation  of  bladder,  with  painful  and  more 
frequent  micturition.  In  the  chronic  stage  there  is  a little  pain,  the  chief  symptom 
being  a purulent  discharge. 

Treatment.  In  acute  stage.  Rest  in  bed,  simple  diet,  plenty  of  fluid,  saline  purgatives, 
vaginal  douching  with  hot  normal  saline.  If  much  pain,  give  morphia  suppository. 
In  chronic  stage  use  antiseptic  solutions  of  boracic,  perchloride  of  mercury,  and  then 
apply  through  Ferguson’s  speculum  sulphate  of  copper  (15  gr.  to  1 oz.),  nitrate  of 
silver  (14  gr.  to  1 oz.),  protargol  or  pyroligneous  acid. 

Very  frequently  indeed  the  leucorrhoeal  discharge  complained  of  is  not  the 
result  of  a vaginitis,  but  of  endometritis. 

Vulvitis.  Causes  and  treatment  practically  the  same  as  vaginitis. 

Bartholhiitis.  Inflammation  of  glands  of  Bartholin.  May  follow  any  inflammation  of 
vulva,  but  specially  prone  to  occur  in  gonorrhoeal  infection.  Occurs  not  infrequently 
in  elderly  women  after  the  menopause.  The  inflammation  extends  along  the  duct, 
the  gland  becomes  inflamed,  the  duct  may  become  more  or  less  obstructed,  and  a 
retention  cyst  and  abscess  form,  with  an  occasional  discharge  of  pus  from  the  duct. 
The  gland  becomes  then  much  swollen,  and  great  pain  is  complained  of.  The 
inflammation  may  be  acute  or  chronic.  Treatme?it.  The  only  satisfactory  treatment 
is  excision  of  gland.  Frequently  it  is  simply  fomented  and  incised,  but  that  invariably 
gives  only  temporary  relief. 

Pruritus  Vulvae.  An  intense  itching  of  vulva.  It  is  really  a symptom  of  different 
conditions,  although  occasionally  no  definite  cause  can  be  discovered.  Profuse 
leucorrhoeal  discharge  often  causes  it,  and  it  is  a frequent  accompaniment  of  debility. 
(In  all  cases  the  urine  should  be  carefully  examined  for  sugar.)  It  is  sometimes  an 
accompaniment  of  the  gouty  diathesis  and  of  chronic  alcoholism  and  Bright’s  disease. 
It  is  often  a precursor  of  kraurosis  vulvae  and  epithelioma, 
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Treatment.  Remove  the  cause  if  possible.  Cleanse  parts  carefully  with  soap  and  water, 
and  apply  soothing  lotions  or  ointments,  such  as  those  of  lead  and  opium,  cocaine, 
belladonna,  etc.;  in  more  severe  cases  liquor  carbonis  detergens  and  slightly  caustic 
solutions.  In  the  very  severe  forms  incision  of  the  part  may  be  necessary. 

Kraurosis  Vulvae.  A later  stage  of  vulvitis,  often  associated  with  great  pruritus.  There 
is  great  atrophy  of  parts,  and  they  often  present  a white  appearance  of  the  surface. 
On  microscopic  section  thickening  of  epidermis,  with  marked  atrophy  of  the  papillae. 
It  is  a frequent  precursor  to  epithelioma. 

Treatment.  Complete  excision  of  parts  gives  best  results. 

Tubercle  of  Vulva  and  Vagina.  Tubercular  disease  of  vulva,  vagina  or  cervix  uterus 
very  rare  indeed,  and  usually  only  found  secondary  to  advanced,  disease  in 
neighbouring  organs. 

Syphilitic  Disease  of  Vulva  and  Vagina.  May  of  course  appear  on  any  region  about  the 
vulva  or  vagina.  Very  commonly,  however,  the  sores  develope  on  the  front  part  in 
neighbourhood  of  clitoris,  or  behind  the  posterior  commissure.  They  may  of  course 
appear  on  vaginal  or  cervical  wall.  Syphilis  in  women  is  often  overlooked. 


TUMOURS. 

Vulva  and  Vagina.  Simple  cysts  and  fibro-myomata  of  vagina  are  not  uncommon. 
Vaginal  cysts  are  found  most  commonly  in  upper  and  lower  thirds  of  vagina.  Those 
in  the  upper  part  have  usually  developed  from  Gartner’s  ducts,  those  in  the  lower 
from  Bartholin  glands  and  Skene’s  tubules.  The  solid  tumours  most  commonly 
encountered  are  fibro-myomata,  and  they  invariably  arise  from  anterior  or  posterior 
column  of  vagina.  Frequently  these  growths  present  no  symptoms.  At  other  times, 
by  reason  of  their  size,  they  may  obstruct  the  vaginal  canal  and  cause  feeling  of 
bearing  down  and  leucorrhoea.  Treatment.  Enucleation.  This  is  simple  in  the 
case  of  solid  tumour,  but  with  cystic  growths  the  walls  are  often  very  thin  and  readily 
tear.  Other  simple  tumours,  such  as  myxomata,  lipomata,  are  very  rare. 

Malignant  Tumours.  Vagina.  Primary  carcinoma,  and  still  more  primary  sarcoma,  of 
the  vagina  is  rare.  The  vagina  of  course  is  frequently  affected  secondarily  when  the 
uterine  disease  is  far  advanced.  Haemorrhage  and  foul  smelling  discharge  are  the 
features  of  the  disease.  The  disease  is  often  of  a very  malignant  type,  and  involves 
early  rectum,  bladder  and  lymphatic  glands.  Treatment.  If  possible,  whole  vagina 
should  be  removed.  When  disease  is  too  far  advanced,  antiseptic  douching  is  usually 
the  only  treatment  which  can  be  employed.  Curettage  and  burning  with  caustics  01- 
cautery  are  seldom  suitable,  as  there  is  the  great  danger  of  establishing  fistulous 
openings  between  bowel  and  bladder.  The  insertion  of  a tube  of  radium  is  suitable 
in  this  variety  of  malignant  disease. 

Vulva.  Malignant  disease  of  vulva  (epithelioma)  in  most  cases  arises  in  the  clitoris  or  its 
neighbourhood,  although  it  may  arise  from  any  part  of  vulva.  The  other  type  of 
carcinoma  (adeno-carcinoma)  originates  in  the  ducts  or  gland  of  Bartholin.  The 
first  type  is  often  recognised  quite  early,  but  the  latter  from  Bartholin  gland  may  not 
come  to  the  surface  until  the  surrounding  tissues  have  been  considerably  invaded  by 
the  disease.  Symptoms.  Haemorrhage,  and  later  foul  discharge,  and  generally  a 
good  deal  of  pain  are  the  symptoms.  On  examination,  the  true  nature  of  the 
condition  is  very  obvious,  especially  in  the  epitheliomatous  variety.  The  other 
burrows  into  the  tissues,  and  sometimes  looks  very  like  a syphilitic  ulcer.  Treatment. 
Removal  of  tumour  and  a large  mass  of  surrounding  tissue.  In  addition,  the  inguinal 
glands  should  be  removed,  for  they  are  early  involved.  The  disease  is  very  malignant, 
and  there  are  comparatively  few  cases  of  permanent  cure. 
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INJURIES. 

Injuries  to  Parturiefit  Canal.  Most  of  these  injuries,  such  as  rupture  of  uterus,  laceration 
of  cervix,  laceration  of  perineum,  etc.,  are  fully  considered  in  “Midwifery  Notes.” 

Fistulae.  These  may  be  vesico-vaginal,  uretero-vaginal,  utero-vesical,  and  recto-vaginal. 
The  first  and  last  are  the  two  commonest  varieties.  These  fistulae  are  the  result  of 
prolonged  pressure  of  presenting  head  on  soft  parts.  Occasionally  they  result  from 
instrumental  delivery  badly  performed.  When  the  fistulae  are  the  result  of  pressure, 
incontinence  of  urine  or  faeces  may  not  appear  for  some  days  when  the  slough 
separates.  When  actual  injury  has  been  inflicted  by  accoucheur,  there  is  incontinence 
from  the  first.  The  symptoms  are  obvious,  and  the  nature  of  injury  is  readily 
appreciated  by  digital  examination.  The  speculum  is  frequently  useful,  as  also  is  a 
sound.  In  cases  of  doubt  the  injection  of  milk  into  bladder  may  assist  one  in 
discovering  the  opening.  The  most  difficult  variety  to  recognise  is  the  uretero- 
vaginal,  which  occasionally  follows  the  removal  of  the  uterus  by  Wertheim’s  operation. 
The  treatment  for  all  cases  is  operation,  although  this  should  be  delayed  until  a 
month  or  two  after  the  injury,  for  many,  especially  the  utero-vesical  and  uretero- 
vesical, heal  spontaneously.  The  operation  for  recto-vesical  and  vesico-vaginal 
fistulae  is  detailed  amongst  “ Operations.”  The  uretero-vesical  fistulae  should  be 
dealt  with  by  reimplantation  of  ureter  into  bladder. 


URETHRITIS. 

Inflammation  of  urethra  generally  gonorrhoeal  in  origin  — occasionally  arises  from 
neglect  and  infection  from  septic  conditions  about  vulva  and  vagina.  Acute.  Pain 
and  frequent  micturition.  Meatus  is  tender,  red  and  swollen.  Pus  can  be  pressed 
from  urethra,  which,  on  examination,  shows  gonococci  in  very  many  cases.  Treat- 
ment. Rest  in  bed,  plenty  of  fluid  to  drink,  free  purgation,  copaiba,  iodoform 
bougies.  Chronic.  Urethral  wall  thickened.  Frequent  micturition  — stricture 
very  rare.  Treatment.  Dilate  urethra  gently  and  apply  ichthyol  2 per  cent,  or  silver 
nitrate  1 per  cent. 


CYSTITIS. 

Causation — Colds ; sepsis  introduced  by  catheter ; calculus ; prolonged  retention  with 
decomposition  of  urine ; gonorrhoea.  Symptoms.  Acute.  Painful  and  frequent  mic- 
turition. Tenderness,  urine  scanty,  containing  pus,  mucus  and  sometimes  blood. 
Chronic.  Similar  symptoms,  but  less  pronounced ; urine  usually  alkaline  and  often 
offensive.  Treatment.  Milk  diet ; purgatives ; diluent  drinks.  Acute.  Alkalis  with 
hyoscyamus ; rest  in  bed.  Chronic.  Give  thrice  daily  Ammon.  Benzoat.  gr.  xv.,  or 
Salol  gr.  v.  to  x.  Boric  Acid  gr.  v.  to  x.,  or  Urotropin  gr.  x.  Wash  out  bladder 
with  boric  solution  or  weak  Hydrarg.  Perchlor.  Sol.  (1 : 5000),  or  Ichthyol,  beginning 
with  *5  per  cent,  and  increasing,  if  necessary,  to  5 per  cent.  If  these  fail , examine 
bladder  through  Kelly’s  urethral  speculum  and  apply  Argent.  Nitr.  (1  gr.  to 
the  ounce)  to  affected  areas,  finally  irrigating  with  salt  solution.  In  obstinate  cases, 
insert  a retention  catheter,  or  make  an  artificial  vesico-vaginal  fistula  and  drain  bladder 
for  some  time. 
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MALFORMATIONS  OF  FEMALES. 


REPRODUCTIVE  ORGANS. 

Ovaries.  Absence  of  ovaries  very  rare.  In  some  extreme  cases  of  malformation  with 
absence  of  uterus  the  glands  present  have  been  found  to  be  testicles  (pseudo 
hermaphroditism). 

Rudimentary.  Associated  with  rudimentary  conditions  of  uterus,  etc. 

Accessory.  Not  very  frequent.  Non-Descent.  Ovaries  found  in  neighbourhood  of  lower 
poles  of  kidney. 

Tubes.  Accessory  tube,  with  ostium  not  very  common. 

Arrested  developme?it  of  tubes.  Is  associated  with  malformation  of  uterus. 

Uterus.  Absence  of,  rare — may  have  what  appear  to  be  ovaries,  but  are  testicles. 
Infantile.  Uterus  does  not  develop,  and  retains  its  congenital  form.  All  degrees 
of  this  may  be  found  associated  with  sterility.  If  extreme,  may  have  no  menstruation 
but  periodic  pain  when  ovulation  occurs.  If  slight,  menstruation  is  scanty  and  there 
is  generally  dysmenorrhoea. 

Malformations.  Result  of  defective  fusion  of  Mullerian  tract.  The  tubes,  uterus  and 
upper  part  of  the  vagina  are  formed  by  a fusion  of  the  Mullerian  ducts.  The  various 
malformations  are  illustrated  from  “the  “ uterus  cordiformis  ” to  the  uterus  didelphys 
with  double  uterus  and  double  vagina.  In  all  these  conditions  pregnancy  may  occur 
and  run  a natural  course.  Not  infrequently  great  difficulties  of  diagnosis  may  arise, 
as,  for  example,  where  there  is  absence  of  cervix  or  vagina  on  one  side  with  an 
accompanying  haematometra. 

The  rarest  of  all  malformations  is  the  uterus  unicornis , due  to  the  suppression  of 
one  Mullerian  duct.  Not  so  very  uncommon  is  the  uterus  bicornis,  but  with  one 
horn  rudimentary.  If  the  rudimentary  horn  becomes  gravid  symptoms  very  similar 
to  ectopic  pregnancy  arise.  Rupture  of  the  horn  is  not  uncommon,  although  there 
are  quite  a number  of  recorded  cases  where  pregnancy  has  gone  on  to  term.  In  one 
or  two  cases  in  recent  years  gravid  rudimentary  horn  was  removed  and  other  horn 
left. 


ASTRESIA  OF  UTERUS  AND  VAGINA. 

Astresia  of  Cervix.  Very  rare  in  an  otherwise  normal  uterus,  but  not  uncommon  in  one 
half  of  bicornuate  uterus.  The  menstrual  blood  gets  pent  up  and  a haematometra 
forms.  This  may  simulate  myoma  or  ovarian  cyst,  etc. 

In  malignant  disease  of  cervix  there  is  sometimes  occlusion  of  cervix,  and  pus 
tinged  with  blood  (pyometra)  gets  pent  up  in  uterus. 
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Uterus  (with  one  horn  rudimentary).  Uterus  Unicornis.  Uterus  Sub-septus. 


Uterus  Septus.  Uterus  Septus  (with  vaginal  septum).  Uterus  Cordiformis. 


Uterus  Bicornis.  Uterus  Bicornis  (with  vaginal  septum).  Uterus  Didelphys. 


Malformation  of  Uterus. 
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Astresia  of  Vagina.  Most  frequently  seen  at  lower  end,  and  is  known  as  “imperforate 
hymen  ” (many  cases  not  really  the  hymen  that  is  at  fault).  Blood  accumulates 
behind  hymen,  and  is  termed  haematokolpos.  After  the  vagina  is  filled  up  the 
uterus  may  also  become  distended  (haematometra),  and  later  still  the  tubes 
(haematosalpinx). 

Symptoms  are  menstrual  molimen,  without  any  menstrual  discharge,  and  a swelling  in 
the  pelvis,  felt  later  above  the  level  of  the  pubes.  In  making  the  pelvic  examination 
it  is  necessary,  of  course,  to  examine  per  rectum.  Treatme?it.  The  “imperforate 
hymen”  is  incised,  and  the  vagina  douched  with  an  antiseptic  fluid.  This  simple 
operation  must  be  carried  out  with  every  aseptic  precaution,  as  there  is  great  danger 
of  infection. 

Complete  Absence'  of  Vagina.  Is  generally  associated  with  absence  of  or  a rudimentary 
condition  of  uterus,  so  that  haematometra  is  very  rare.  If  it  should  occur  the  uterus 
should  be  removed  by  the  abdominal  route,  for  it  is  profitless  to  try  and  make  a 
vagina,  as  it  always  closes  up. 


